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YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 

.. Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 

New! For gas sterilizers! 

Now, secure sealing and positive identification of gas 





sterilized bundles are made possible with new 
“SCOTCH”Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 


in steam autoclaves. For complete details, contact 


your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH: BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M: Co. 


©3M Co., 1961 


MINNESOTA ouiattie AND MANUFACTURING COMPANY 
-WHERE RESEARCH IS THE KEY TO TOMORROW 
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Hollister 
baby, too 
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For more than 35 years hospi- 
tals have been building good- 
will by presenting new par- 
ents with Inscribed® Birth 
Certificates by Hollister. 











To millions these heirloom 
quality certificates have become 
a symbol of the most important 
event in their lives . . . serving 
as a reminder of your hospital's 
interest and concern. 

You can maintain this family 
tradition for your “second-gen- 
eration” babies too . . . with 
LithoGraved® Birth Certificates 
by Hollister. 

Write today for free portfolio 
and samples. 


_HoLuUstere 


INCORPORATED 
833 N. ORLEANS STREET, CHICAGO 10 





Small hospitals clinic 


Medical Staff 


and Administration 


What to do about— 


patient medical record 
patient contacts 

community contacts 
hospital-doctor service costs 


staff disciplinary problems 


by Paul X. Elbow 


Associate Administrator 
St. Francis Hospital 
Escanaba, Michigan 


™ IN THE INTEREST OF GOOD PATIENT 
care as emphasized by the Joint 
Commission on Accreditation of 
Hospitals, the medical record must 
be completed within a reasonable 
time after the patient is discharged. 
The maximum recommended time 
is seven days but, due to the local 
situations, it may be advisable to 
extend this period to somewhere 
between seven and 30 days. The 
provisional or admitting diagnosis 
should be stated and recorded be- 
fore the admission of the patient to 
the hospital, except in cases of 
emergency. The history and physi- 
cal examination in writing should 
precede or accompany the patient 
to the operating room in surgical 
cases. In other than surgical cases, 
the history and physical examina- 
tion should be on the chart within 
24 hours. These items should be 
decided in cooperation with the 


medical staff and made a part of 


the by-laws, rules and regulations 
governing the medical staff. 

The medical records department 
should have written policies gov- 
erning its function, and these poli- 
cies should have. the approval of 
the hospital administration. These 
policies should be detailed and 
should cover all procedures and 
situations that can be foreseen in 
the medical records department. Re- 
lease of information contained in 


For more information, use yellow postcard inside back cover. 


the patient’s record is a matter that 
concerns the medical staff although 
the hospital is not obliged to con- 
sult the physician in such cases. It 
is usual courtesy, however, to con- 
tact the physician in such cases so 
that he is aware of the release and 
to permit him to check the. infor- 
mation for professional accuracy. 
Cases in which records are to be 
moved from the department should 
be specified and exceptions referred 
to the hospital administration for 
approval. 


Patient Contacts 


We can expect contacts from pa- 
tients or relatives of patients in 
regard to the procedure to be fol- 
lowed in changing their attending 
physician. It must be kept in mind 
that hospital and patient care is not 
usual for all people and that pa- 
tients and relatives are naturally 
solicitous that they are being given 
sufficient attention and treatment. 
In some cases, they merely want 
assurance that the treatment. being 
rendered is usual and beneficial 
and/or that the attending doctor is 
seeing the patient often enough. 
Many of these inquiries can be sat- 
isfactorily answered in the doctors 
defense so that the patient is satis- 
fied and drops the matter. 

If patients or relatives want to 
change doctors even after an ex- 
planation and probable defense of 
the doctor, they should be informed 
of the proper procedure, namely, to 
inform their attending physician of 
their desires. If the attending doctor 
does not co-operate in the matter, 
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the hospital should refer the matter 
to the president of the medical staff 
for action within the medical staff. 
Similarly, if the patient cannot be 
satisfactorily appeased with expla- 
nations about treatments or number 
of visits, or if the hospital adminis- 
tration has reason to believe that 
the physician is not discharging his 
responsibility properly, the matter 
should be turned over to the presi- 
dent of the medical staff for action 
by the medical staff. 

When patients being treated at 
home contact the hospital regarding 
questionable treatment or lack of 
interest by the attending doctor, the 
hospital should be prepared out of 
courtesy and out of their obligation 
to the community for community 
welfare, to instruct the patient to 
contact the county medical society 
and submit the name of the presi- 
dent of the county medical society 
for this purpose. 


























Community Contacts 









































" Calls can be expected routinely 
a from individuals, especially new- 
It comers to a community, requesting 
the hospital to recommend doctors 
rit to them. In such cases, the hospital 
“ should enumerate the doctors on 
the staff in a particular specialty 
| or general practitioners if the in- 
A quiry indicates such and let the 
ld individual choose his own doctor. 
d It would not be fair to let person- 
. al favoritism enter into the situa- 
- tion, as the hospital has an obliga- 
tion to be fair to all members of its 
medical staff. 

Contacts will also be made re- 
a~ garding the admission of a patient 
in to the hospital without an attending 
1- doctor. Except for cases of emer- 
ng gency, patients are admitted only 
nd on the order of a member of the 
‘ot medical staff of the hospital. If the 
a- patient has an attending doctor who 
lly is not on the staff of the hospital, 
en the patient should be informed that 
nt. their attending physician must refer 
int the patient to a physician who is on 
ng the hospital staff to admit and care 
ial for the patient. 
1s In social organizations and in all 
gh. community contacts, one can expect 
at - inquiries regarding doctors and 
ors their conduct and statements of 
is- defamation against certain doctors. 

In all such cases, the hospital repre- 
to sentatives must take a neutral stand 
x- and acknowledge that the physician 
of is on the hospital staff, if such is 
ed the case, and explain that staff 
to membership means that the indi- 
of vidual is ethical and qualified. In 
tor cases where the information indi- 
er, cates negligence of duty or poor 
NT 







treatment, the matter can be turned 
over to the medical staff for inves- 
tigation or explanation. 


Hospital-Doctor Service Costs 


Both hospitals and doctors re- 
ceive many inquiries regarding costs 
of hospitalization and medical treat- 
ment. It is only natural that the 
uninformed or misinformed will 
question the seemingly high costs 
connected with hospital and medical 
care. It is only by mutual consider- 
ation and explanation that both 
parties can benefit and gain greater 
understanding by the public of these 
costs. Neither party has jurisdiction 
over the actions of the other in this 
regard. 

It is accepted without question 
that the hospital cannot exist and 
operate in a satisfactory manner 
without the co-operation of doctors 
and, conversely, the doctors cannot 
practice efficiently in this modern 
day and age without the availability 
of an efficient hospital. It is there- 
fore universally accepted that the 
doctors and hospital should go hand 
in hand with maximum co-opera- 
tion. 

The basic principle to keep in 
mind in any doctor disciplinary 
problems is that doctors settle their 
own problems. The problem is 
therefore resolved after deciding 
whether a problem should be re- 
ferred to the hospital medical staff 
or the county medical society. We 
must keep in mind that most prob- 
lems which come to the attention 
of the hospital turn out to be no 
problem on investigation into the 
various factors of the situation. The 
problem should be defined and there 
should be no doubt that a problem 
exists before any action is taken. 
By-laws, rules, and_ regulations 
governing the medical staff are 
formed by the doctors and it is the 
responsibility of the hospital to see 
have been adopted. We must insist 
that they are observed after they 
on action where action is indicated 
but we must permit and encourage 
the doctors to handle and solve 
their own problems. 

Problems that refer to the hos- 
pital patients or hospital activity 
should be referred to the hospital 
medical staff, and we must feel 
some obligation to refer problems 
from outside the hospital that come 
to our attention to the county med- 
ical society. This can usually be 
handled indirectly, however, by 
merely informing the patient of the 
procedure and how to contact the 
county medical society. B 
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HOTTER HOT COFFEE .. . Colder Cold Bev- 
erages! AerVoiD and only AerVoiD uses a 
High Vacuum for permanent insulating 
efficiency. There is nothing to settle, | 
shrink, deteriorate, or develop bad odors, 4} 
as always happens when ordinary “make- | 
shift materials” are used for insulation. ] 
Even the jolts, jars and vibrations of nor- | 
mal rough handling and transportation | 
cannot impair AerVoiD’s unique swperior | 
insulating effectiveness. ( 
LOWEST TRUE COST... because AerVoiD is 4 
built to last. Premium grade: Stainless 
Steel with exclusive 100% welded leak 
proof, sanitary construction lasts longer, 
(looks better to your patrons, too!) for 
years and years of daily use. Practically 
never requires servicing or “stand-by” 
containers. Thousands of operators al- 
ready have proved that for lowest cost— 
vacuum insulated AerVoiD, the original 
portable Hot Coffee Dispenser, stands ~ | 
alone as their best buy. 
PUBLIC HEALTH SAFEGUARDS ... Aer VoiDs are 
the only vacuum insulated all metal dis- 
pensers “In Compliance” with the sani- 
tary construction requirements of the 
ordinances and codes of the U. S. Public 
Health Service and its Interstate Quaran- 
tine Regulations, now standard with over 
3,000 governmental regulating authori- 
ties. Beware of attempted imitations. 
Only a genuine AerVoiD has an AerVoiD 
name plate. Don’t buy trouble! Buy 
AerVoiD. 
' Write for Literature No. HM-25 
designed and manufactured exclusively by 


VACUUM CAN COMPANY 
19 South Hoyne Ave., Chicago 12, U. Ss. A., Cable: AERVOID 


World’s largest, exclusive manufacturer of 
Portable Food Se ' 
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how’s Business? 





(See also page 12) 


® HOSPITAL accounting practices are far from uniform 
when it comes to recording the expense called “Un- 


collectible Accounts.” 


Our survey last month showed 


that 40 percent of our sample record the expenses 
when the account is actually charged off. The remain- 
ing 60 percent record the expense by making an esti- 















































900 mate of future charge-offs. 8 
? 
800 + 
= ae 
700 
~ ———. EXPENSES (OCCUPIED BEDS) 
sk —~——-—~— CHARGES (OCCUPIED BEDS) 
a —e—e——+—e—-+ EXPENSES (TOTAL BEDS) 
= soncswoccsenserece CHARGES (TOTAL BEDS) 
600 4 j i i i j i 1 j 1 i j 
o> + & M AM F J A S$ ON 8 
—- Operating Expenses Average Patient Charges Average Operating a Average Patient ergo Per 
Per Occupied Bed Per Month Per Occupied Bed Per Month Per Bed Per Month ( -~ Beds) Bed Per Month (Total Beds) 
December, 1959 ......... 1024.35 December, 1959 ......... 1049.82 December, 1959 .......e+. 719.74 December, 1959 .......... 729.25 
pguery, Me et 931.61 january, Sey 1029.94 asery, eee 761.09 January, 1960 c..cscsscces 835.22 
ebruary, 1960 .......... 892.14 ebruary, 1960 ......... 1004.78 ebruary, 1960 .......... 764.44 ebruary, 1960 .......... $53.91 
March, 1960 .......ce000e 958.97 March, 1960 ............ 093.36 March, 1960 .........000- 789.87 Maths AGRO Neti iccucs oe $95.38 
SS 0 165.96 eee 1081.27 a BED inccustvevceees 768.31 April, 1960 cc cesccccsces 855.00 
May, 1960 ....ccccccccce 1026.69 BY, 1960 ..ccccccccccce 1137.90 BY, 1960 ..ccccccccccces 00.81 ay, 1960. 22... reer» -. -886.94 
une, 19 ssaseoe er june, 1960 2.00 bossaneee 1075.49 june er 753.68 une, 1960 ...... Wkiole alee - 824.03 
WEY, 19GD .cccvecscscces 034.11 My BOER ave vewscicesas 1099.81 MEY, S900 06éSecsetncccee 760.35 tly, 1960 ..ccccccccccece 00.13 
Beet BEGR. coscscccees 1025.95 SS eee er 1114.64 Ammast, 9G) «...ccccsscces 763.53 a Se Sea 826.68 
September, 1960 ........ 1001.85 September, 1960 ......... 1071.61 September, 1960 .......... 745.63 September, 1960 .......... 792.80 
Cen, IPED: . coc vesccevs 1001.05 October, 1960 ..0ccccsices 1097.03 October, 1960 2...esccsecs 771.08 ee, SSE ee 844.26 
November, 1960 .........-. 993.48 November, 1960 ......... 1095.98 November, 1960 .......... 776.40 November, 1960 .......... 849.61 
December, 1960 ......... 1043.75 December, 1960 ......... 1071.11 December, 1960 .......... 765.51 December,. 1960 2 cei... 000s 787.78 
PNG; COTE sixes cokes 954.73 DOREIED, COOE . sirecccces 1071.29 DOMED: SOL 0205 6 inc 00 779.00 TONUMY,; BOOR -56s 0:00 0 680 5c 867.72 
= T ’ T T ed : oo 
*4 AVERAGE MONTHLY OCCUPANCY OF HOSPITALS e ae 
90 x6 = 0 
= aD A A 7h = - 
= Ia ~ SS \ 
V A xP <7 erm =' 
7” S = 70 
— Riad age 
oo é on 
VPirbiirbisistbssdiilisliitisbiilislislisbisbisiisipdisliilirri is icy init, 
DEC MAR JUN SEP DEC MAR JUN SEP DEC MAR JUN SEP DEC MAR JUN SEP DEC MAR JUN SEP DEC MAR JUN. 
1956 1957 1958 1959 1960 1961 
Average Len of aaa Sta: 
Average Monthly Occupancy May, 1960 ..... covescoece F909 “4 fa days) ‘ 
(on 100 percent basis) June, > i secsvacsasdeon Smee Tene, 9960 nccccccccccserese 65 
Oe eee 75.89 July, 1960 .....seeeesseee 71.87 WAY; SOON ocacdat eects css 6.9 
November, 1959 .......... 74.04 August, 1960 wee teeeeeees 72.65 August, 1960 .........+.+. 6.5 
December, 1959 .......... 68.47 September, 1960 .......... 72.18 September, 1960 ........... 6.8 
anuary, 1960 ........0.. 79.79 October, 1960 ....... voces 75.92 October, 1960 ........0.. 6.9 
oo eo Leese 82.98 November, 1960 ........+- 75.54 November, 1960 ........... 7.0 
OS i RE ee * 80.12 December, 1960 .......... 71.46 December, 1960 .......... 7.0 
ee ear ee 77.46 January, 1961 ............ 79.58 Jahuacy,: 1961 = 605 vel sce: 7 
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has all these... 


to cribs. Why shop around for hospital beds when Simmons and 
only Simmons offers you such a complete line with so many 
advanced features! 





A motorized bed 
that costs little 
navel a=m dar lamuar-Valer- tiny 
operated models. 
The spring actually 
changes height 
a k-Uarebaal:a ie monolanage! 
adjusts bed posi- 
tion for sitting or 
reclining, for sleep- 
ing or examination, 
for getting out of 
bed easily. Has 
built-in brackets for 
inserting safety 
sides and ortho- 
pedic equipment. 





ee le 


a 
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Convalescent Bed. De- Semi-Panel. Std. 3-crank 7-Filler Style. Takes safety 4-Filler Style. Inexpensive, 
signed especially for semi- spring; takes safety sides, sides, orthopedic accesso- durable. Standard 2-crank 
invalids and nursing homes. orthopedic accessories. ries; Std. 2-crank spring. spring. 

CRIBS: 














Merchandise Mart - Chicago 54, illinois 
DISPLAY ROOMS: Chicago +> New York - Atlanta - Columbus 
Dallas - San Francisco - Los Angeles 





Children's Crib and Youth Bassinets. Lightweight, 
Beds. Safety lock sides oper- transparent plastic basket. 
ate from outside only. Easy to Sturdy stand with casters; 
clean. Many styles available. cabinet is removable. 


APRIL, 1961 For more information, use yellow postcard inside back cover. 1l 











January 1961 Regional How’s Business Report 








































































REGION — Connecticut, Mai 
N. H., R. L., Vermont bie 
NO. OF BEDS 1-100 101-225 226-up | 1-100 101-225 226-up} 1-100 101-225 226-up 1-100 {01-225 226-up 
AV. No. OF ADULT 
PATIENT DAYS 1,898 4,246 12,101 1,550 4,476 11,502 1,689 3,522 7,805) 1,570 4,135 7,549 
% of OCCUPANCY 80.13 87.30 90.64 76.51 83.80 87.22 73.47 84.08 83.37] 79.53 80.58 _77.87 
EXPENSES BY DEPTS. 
Per Patient Day 
Administration 4.31 4.58 3.81 3.23 3.52 3.44 3.06 2.99 2.78 3.23 3.34 5.21 
Dietary 4.24 4.21 4.28 2.80 3.72 3.58 2.94 3.31 2.97 2.62 3.31 2.94 
. Housekeeping 1.47 1.58 1.73 95 1.41 1.54 1.06 88 1.04 1.08 88 1.20 
Laundry 89 74 67 .63 .63 55 58 63 39 65 55 59 
Plant Operation 2.84 2.32 2.73 2.16 2.04 1.91 1.63 1.59 1.43 1.72 1.74 1.89 
Medical & Surgical 1.23 1.54 1.77 1.14 1.19 1.88 1.90 1.09 1.46 2.75 1.33 4.34 
O. R. & Del. Rms. 2.08 2.08 1.96 1.23 1.34 1.62 1.55 1.42 2.22 1.70 2.25 2.75 
he 1.26 1.31 1.07 1.42 1.31 1.17 1.59 1.31 1.74 1.91 2.20 2.28 
9.34 7.71 7.04 7.27 7.25 6.38 5.94 5.38 5.29 5.51 5.78 4.91 
64 54 1.60 50 49 76 55 50 25 53 48 1.35 
2.16 2.33 2.20 1.32 2.04 1.92 1.34 1.24 1.69 2.05 2.39 2.19 
2.26 1.66 1.63 1.30 1.57 1.15 1.75 1.17 1.50 1.20 1.73 1.53 
67 99 1.74 61 94 1.31 42 44 78 85 81 1.23 
62,065 137,364 395,399 |37,127 124,687 324,348 | 39,319 79,382 188,489} 39,100 117,670 243,580 
73,296 155,868 456,294 |44,188 142,803 362,205 | 44,107 92,341 214,870) 46,710 137,556 278,658 
38.62 36.71 37.71 28.51 31.90 31.49 26.11 26.22 27.53 29.75 33.27 936.91 
32.70 32.35 32.67 23.95 27.86 28.20 23.28 22.54 24.15 24.90 28.46 32.27 
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1-100 101-225 226-up 101-225 226-up 101-225 1-100 101-225 226-up 
1,498 4,194 8,569 1,048 3,305 9,334 1,280 3,638 5,667 1,503 4,240 7,899 
74.66 83.04 88.25 | 66.27 80.78 82.95 | 72.42 78.57 70.52 73.48 77.78 76.57 
3.29 3.79 4.62 2.55 2.59 3.60 4.30 4.19 4.89 4.80 6.47 5.26 
3.21 3.54 3.96 2.66 3.17 3.39 4.51 3.30 4.27 4.81 4.45 4.46 
1.17 1.44 1.55 79 98 1.55 1.40 1.52 1.15 1.82 2.50 2.03 
7 64 70 68 58 59 93 -78 71 1.10 1.17 1.09 
2.01 2.12 2.42 1.61 1.64 1.98 2.74 1.98 2.25 2.41 3.07 2.21 
1.43 2.25 1.88 It 2.26 2.27 1.63 1.47 1.36 4.01 2.89 6.59 
1.70 1.72 2.06 1.26 1.67 2.16 2.04 2.28 2.13 3.45 3.56 3.20 
1.46 1.49 1.63 1.22 1.69 1.52 2.50 1.74 1.47 1.82 2.13 1.56 
8.63 7.84 8.20 6.63 6.72 6.24 8.84 9.67 9.15 12.33 11.94 9.48 
58 74 47 53 66 55 1.19 1.00 44 64 93 78 
1.52 2.48 2.26 1.34 1.41 2.44 2.10 2.79 2.41 3.88 3.05 2.94 
1.95 2.00 1.89 1.16 1.38 1.50 2.14 2.37 2.09 2.82 2.19 2.23 
53 59 1.12 57 84 1.58 40 66 1.26 67 3.18 2.54 
41,108 127,820 284,954 (21,712 84,317 276,797 | 37,123 118,641 184,385 | 62,107 198,187 348,112 
46,937 142,572 321,247 23,848 94,201 318,453 | 42,898 130,600 189,507 | 68,499 204,517 348,980 
31.33 33.99 37.49 | 22.76 28.50 34.12 | 33.51 35.90 33.44 | 45.58 48.24 44.18 
27.44 30.48 33.25 | 20.72 25.51 29.66 | 29.00 32.61 32.54] 41.32 46.74 44.07 
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: when it gives even support (535 


ame For uniform pressure...B-D ACE Rubber Elastic Bandage provides 
112 halanced weave—an ideal ratio of cross to lengthwise threads. Only BECTON, DICKINSON 
balanced weave insures continuous uniform support... firmness under AND COMPANY 
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tension...freedom from bunching. And only ACE has balanced weave. RUTHERFORD, NEW JERSEY 

4.18 Be sure you get the elastic bandage you order. ACE is made _ by B-D. 

14.07 B-D and ACE are registered trademarks. asiet 
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washinGton BUREAU REPORTS 


Walter N. Clissold James D. Snyder 


CHANCES FOR COMPROMISE on the Administra- 
tion’s social security “Eldercare” bill were tenuous at 
this writing. Both Houses of Congress seemed willing 
to abide by any solution worked out by the House Ways 
and Means Committee, present custodian of the bill 
(H.R. 4222). Even though committee chairman Wilbur 
Mills (D-Ark.) conceded that eldercare would probably 
be passed under social security if brought to a floor vote, 
the American Medical Association fought doggedly for 
its complete defeat. The more realistic American Hos- 
pital Association proposed that a compromise be written 
into the bill authorizing Blue Cross and Blue Shield as 
sole agents in administering social security payments to 
participating hospitals and nursing homes. AHA argued 
that the Social Security Administration would have to 
spend millions expanding its staff to handle payments 
to medical institutions, whereas the Blue Plans have the 
machinery already established. They point out that Blue 
Plans are already successful agents in the $71 million a 
year MEDICARE program for dependents of military 
personnel. So far the Administration has been cool to 
the idea of excluding commercial insurance firms as 
agents in favor of a Blue Cross monopoly. Neither AHA 
nor AFL-CIO want commercial insurance involved. 


PRESIDENT KENNEDY’S ELDERCARE PLAN would 
cover full costs of: 1) 90 days of inpatient hospital serv- 
ices, subject to a $20 minimum deductible or $10 for 
each of the first nine days — whichever is more; 2) 180 
days of skilled nursing home service; 3) outpatient hos- 
pital care subject to a $20 deduction for each diagnostic 
study; 4) 240 home care visits a year. In addition, fed- 
eral minimum standards would be adopted for partici- 
pating hospitals. To finance the plan, social security 
taxes would be raised % of 1% on both employer and 
employee. The taxable wage base would be raised from 
$4,800 to $5,000. Presidential advisors estimate that en- 
actment under social security would leave only 500,000 
of more than 16 million persons over 65 uncovered by 
some form of government medical assistance. 


AMIDST THE HEADLINES given to Eldercare, many 
legislative proposals have gone unnoticed in the Con- 
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gressional mill. Of more than 6,000 bills already intro- 
duced, here are some we'll try to keep you posted on: 
> Senate bill no. 789, by McCarthy (D-Minn.), would 
exempt non-profit hospitals from excise taxes. AHA 
will work hard for this. 


> $.645, by Hill (D-Ala.), would provide federal-state 
funds to approved non-profit nursing schools for either 
tuition grants or instructors’ salaries. 


> House of Representatives bill no. 2908, by McDonough 
(R-Calif.); income of non-profit hospitals from lease of 
their facilities or equipment shall be tax exempt if used 
exclusively for care of charity patients. 


> H.R. 2317, by Smith (D-Va.), would exempt non- 


profit hospitals from communications and transporta- 
tions taxes. 


> H.R. 67, by Byrnes (R-Wisc.), would allow income tax 
payers to deduct all medical expenses. 


> H.R. 2083, by Walter (D-Pa.), would establish a Mil- 
itary Academy of Medicine (much like West Point) to 
supply the armed services with commissioned medical 
officers. 


> H.R. 628, by Beckworth (D-Tex.), would abolish the 
authority of the Administrator of Veterans Affairs to 
determine a veteran’s need for hospitalization. VA hos- 
pitals would have to admit any veteran producing proof 
of such need from three doctors. 


THE AFL-CIO has intensified a campaign to include 
non-profit hospitals under the federal minimum wage. 
During recent House hearings on the President’s $1.25 
an hour minimum wage bill, the union stated that it be- 
lieves in charity hospitals, but saw no reason why work- 
ers therein should receive “menial and ill-paid” wages. 
Non-profit hospitals have been excluded since the first 
minimum wage law was passed in 1938, and probably 
won’t be covered under any legislation this year. How- 
ever, the stubborn and well-financed AFL-CIO is tough 
to turn back once its legislative guns open fire. 


MISUSE OF UNION WELFARE FUNDS is being in- 
vestigated by the House Labor Committee. Chairman 


-Adam Clayton Powell (D-N.Y.) says future committee 


hearings will probe union favoritism toward certain 
doctors, clinics, and hospitals. Powell is also introduc- 
ing legislation to require detailed annual reports from 
welfare funds, including insurance programs like Blue 
Cross and Blue Shield. 


PEOPLE: Former HEW Secretary Arthur S. Flemming 
has become president of the University of Oregon.... 
Dr. Lawrence G. Christianson is the new assistant di- 
rector of Medical Service for Veterans Administration 
.... Retired: Navy Surgeon General Bartholomew W. 
Hogan .... His successor: Rear Admiral Edward C. 
Kenney. # 
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-SSIONAL DIVISION 


newsletter 


ELEVENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


tunity to help you in some area of infection control, 

we've been newly impressed with the increasingly 
evident desire for information on specific environmental 
control measures tailored to fit specific areas of the pa- 
tient’s environment. Since this environment includes the 
patient’s complete hospital surroundings—the air around 
him, his clothing, the utensils he touches, the room furni- 
ture, the hospital floor, the people whom the patient con- 
tacts, and the people and instruments who contact him— 
practical applications for Amphyl®, O-syl®, and Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are 
many. Yet, getting the information you want to you in a 
form practical for evaluation by groups, such as your 
Committee on Infections, as well as practical for use by 
those responsible for carrying out control measures, is a 
project we’ve been working on for some time. 


| ae day as your letters come in giving us the oppor- 


Now, we are happy to announce our new infection con- 
trol kit titled, “Contamination Control That Works...in 
Your Hospital.” We call it a kit because in a conveniently 
indexed file jacket you will find there is a varied collection 
of pertinent material. Current reprints are accompanied by 
completely new brochures covering the “how, where, and 
when” of dependable contamination control. Specific sug- 
gestions are given for general housekeeping, isolation units, 
O.R. and recovery, O.B. and maternity, nursery and pedia- 
trics, emergency and outpatients, and laundry. And, of 
course, bacteriologic data confirming the broad spectrum 
activity of all L&F disinfectants is shown. (As you prob- 
ably know, they are widely microbicidal, including staphy- 
locidal, pseudomonacidal, tuberculocidal, and fungicidal.) 

Your contamination control kit is ready. Please let us 
know where you would like to have it sent. If you would 
like each member of your Infections Committee to also 
have a kit, we will be glad to send multiple copies individ- 
ually addressed. 


Are you becoming alarmed over the increasing number 
of patients with hepatitis? Since this virus thrives in blood 
and feces of infected patients, instruments and utensils 
used on or by them, and not carefully handled or properly 
sterilized, are potential spreaders. Dr. Alexander D. Lang- 
muir, chief epidemiologist of the Public Health Service's 
Communicable Disease Center, Atlanta, has warned that 
the peak incidence of 41,000 cases reported in 1960 may 
zo as high as 60,000 this year. For the first few weeks of 
the year, USPHS-HEW reports already show incidence 
39% above the same period last year and 189% above the 
same period in 1959. 

L&F Instrument Germicide can be used in a practical 
way to fight the spread of hepatitis. Here’s how—heat L&F 
Germicide to the boiling point, immerse instruments and 
hold at boiling point for 20 minutes. This destroys the 


viruses Causing serum and infectious hepatitis, as well as 
bacterial spores. Boiling with plain water should not be 
relied upon to effect complete sterilization even if carried 
out for several hours. Would you like our new folder on 
Instrument Germicide? If so, please write us. 


“If one is to control infections in a general hospital, one 
must control the environment of the patient.” In the Journal 
of the Tennessee State Medical Association, December, 
1960, Dr. J. L. Farringer, Jr., introduces his report on 
practical answers to infection control with this pertinent 
comment. Attention to details of general housekeeping are 
cited as very important in reducing the reservoirs of bac- 
teria within the hospital. For instance—germicidal launder- 
ing of mops after each day’s use, frequent changes of mop 
water, and use of a disinfectant-detergent are recom- 
mended. In this hospital, L&F Tergisyl was found satis- 
factory for these purposes as well as for the flooding and 
wet vacuum pickup technic for disinfecting operating room 
floors. Blankets were reserved for individual patients and 
routinely disinfected with Amphyl® during the laundry 
process. Would you like a reprint? 


When two London physicians introduced staphylococci 
in varying dosages into artificial skin lesions in man, the 
experiments soon had to be discontinued because of septic 
lesions, such as boils and abscesses, developing on other 
parts of the subjects’ bodies. (The Lancet 2:1373, Decem- 
ber 24, 1960). It was shown that as few as fifteen seeded 
organisms multiplied rapidly to form a septic lesion. Also, 
test subjects became nasal and perineal carriers. 


Have you started using Amphyl® Spray—our new 
spray-on spot disinfectant and space deodorant? This handy 
16-0z. spray-on form of Amphyl is catching on fast. If 
mildew is a problem for you, you'll surely want to try it. 
Write us for the descriptive folder. You'll want several 
cans on every floor to supplement other disinfection pro- 
cedures and take care of malodors at once. 


If you have a particular infection control problem 
plaguing you, perhaps we can offer a suggestion. Our re- 
search laboratories and technical advisers are ready to 
help and I, personally, hope to hear from you. 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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hospital accounting 


with Professor T. LeRoy Martin 


Inquiry: 

Frequently I hear the statement 
that it is unnecessary to compute 
depreciation on buildings and equip- 
ment of hospitals and record the 
amount in the accounts. Do the in- 
dividuals who make such statements 
think it is incorrect accounting pro- 
cedure? 


Comment: 

It is believed that the individuals 
who claim it is unnecessary to re- 
cord depreciation in the accounts of 
a hospital are not claiming that it is 
theoretically incorrect procedure to 
do so. Rather they believe that as- 
sets used by hospitals will be re- 
placed in the future by new con- 
tributions by public spirited donors 
and that it is not necessary to take 
into account the wasting away of the 
value of such assets or to attempt to 





Are your surgically prepped patients 


“merely surgically clean 
operative site “completely sterile 
even during surgery? 


991 


or is the 


991 


-If you feel that just surgically clean 
is enough, stop reading here. 
If, on the other hand, you feel that 
isolation of the patient’s skin from 
the wound is an important step in 
controlling infection, read on. 
You'll want to know about Vi-Drape® 
Surgical Film—a soft, pliable transparent 
plastic sheet adhered firmly to the 
operative field with Vi-Hesive® Adherant 
after the usual prep. This bacterial barrier 


presents a sterile operative site for incision. 


Please write for complete information 
including: reprints from surgery journals, 
bibliography, instruction brochure for 
teaching, and descriptions of color- 
sound movies available for showing. 
Ask your purchasing agent to discuss 
Vi-Drape Film with your regular 
surgical supply representative. 


AEROPLAST CORPORATION 420 Delirose Ave., Dayton 3, Ohio. 


Originators of aids for improved asepsis 
1. Am. J. Surg. 100:590 Oct. 1960 


Vi-Drape® Film and Vi-Hesive® Adherant— Pats. Pend. 
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have revenue cover an amount for 
depreciation of buildings or equip- 
ment. 

The accepted objective or purpose 
of recording depreciation under any 
circumstances is that of spreading 
the cost of the asset over its estim- 
ated useful life. The emphasis here 
is on depreciation as a cost. Many 
individuals erroneously think of the 
purpose of depreciation as that of 
providing funds for the replacement 
of the asset when it is no longer use- 
ful. If this were the correct inter- 
pretation of the purpose of depreci- 
ation, depreciation expenses would 
have to be computed on a value 
higher than actual cost if the identi- 
cal or similar asset was to be ac- 
quired as a replacement in a period 
of rising price level such as that 
which has existed in this country for 
some time. Some individuals refer to 
depreciation as a source of funds for 
the replacement of plant or equip- 
ment. The only sources of funds 
available for any purpose are reve- 
nue or capital contributions. So long 
as revenue covers all operating ex- 
penses including depreciation, suf- 
ficient funds are being provided to 
replace assets of equal value. How- 
ever, there is no assurance that the 
funds will be available, or even suf- 
ficient if available, to replace the 
assets under consideration unless 
the cash is set aside period by peri- 
od. This setting aside of cash assures 
only its availability not its sufficien- 
cy if only an amount equal to the 
depreciation charge based on cost 
is set aside. 

Although it may be considered 
unnecessary to record depreciation 
as part of a plan to secure funds to 
replace the assets, it is necessary to 
record depreciation on _ hospital 
property if actual costs of operation 
are to be recorded. It becomes doub- 
ly important to record depreciation 
to assure that total cost is covered in 
third party reimbursement plans, or 
for that matter, covered by charges 
to patients for services rendered. 

Frequently the argument is ad- 
vanced that depreciation is not a 
cost to a hospital because the funds 
for building and equipment were 
contributed by the public for the 
purpose of acquiring such assets and 
therefore the property does not cost 
the hospital anything. This argu- 
ment appears as unsound as that of 
saying that an asset acquired by a 
business corporation did not cost 
it anything because it was acquired 
out of profits contributed by its cus- 
tomers. Contributions to not-for- 
profit corporations are similar to 
capital contributions by the stock- 
holders of a business corporation. ® 
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... the future of x-ray 
awalting your touch 


Imagining himself at the controls of TELE- 
TROL, the radiologist will quickly realize 
that here remote control does not make him 
“remote” from the patient. Actually there 
is far less confusion and tension, now that 
darkness and protective clothing are unnec- 
essary. Doctor and patient have direct visual 
contact at all times through the wide pro- 
tective window that rotates with the table. 
Conversation is by intercom. 

And obviously the elimination of delays 
for dark adaption and the lessening of phys- 


ical strain on the radiologist promote greater 
comfort and efficiency. 

Meet the future of x-ray today in TELE- 
TROL. Investigate its far-reaching poten- 


‘tials. Your G-E x-ray representative has 


complete information and can quote on 
your requirements. Or you can write to 
X-Ray Dept., General Electric Co., Mil- 
waukee 1, Wis., Room 1102. 


Progress Is Our Most /mportant Product 
GENERAL @@ ELECTRIC 


For more information, use yellow postcard inside back cover. 
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CONSULTING 


with Doctor Letourneau 


Medical Staff Meetings 


QUESTION: Our medical staff 
keeps insisting that the minutes 
of their meetings are confidential 
and must not be shown to the 
administrator. As a result, we 
never know the reason why the 
medical staff made certain rec- 
ommendations. In the Joint Con- 
ference Committee minutes no 
reasons are given — just an ulti- 
matum. Do you think this is a 
proper relationship between the 
medical staff and administrator? 


ANSWER: The hospital medical 
staff has no official business of its 
own but exists only to advise the 
administration of the hospital. Min- 
utes of the medical staff should be 
kept in the administrator’s office 
and should be shown to the board 
of directors whenever it is necessary 
to clarify a recommendation. 


Patient Consent Forms 


QUESTION: We have been fol- 
lowing the practice of having the 
patient sign a consent to opera- 
tion upon admission to the hos- 
pital. The consent specifies the 
family doctor by name or someone 
whom he may designate. The 
family doctor rarely ever per- 
forms the operation which is 
done by one of our surgeons. 
Recently, the question arose that 
the surgeon might be guilty of 
a technical assault on the patient 
because he is not personally 
named on the consent form. Can 
you advise? 


ANSWER: There have been several 
legal opinions recently about the 
matter of informed consent. It is 
legally hazardous for a surgeon to 
operate upon a patient who is not 
aware that he is going to perform 
the operation. Whether or not it 
would also constitute ghost surgery 
is a matter that you should refer to 
the American College of Surgeons. 
If the patient is under the impres- 
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sion that the family doctor is going 
to perform the operation, and re- 
ceives a bill from the family doctor 
as if he had performed the opera- 
tion, then it is definitely a case of 
ghost surgery even if the family 
doctor stands by as an “assistant”. 
There may be fee-splitting as well. 


Consent to Treatment 


QUESTION: We use the “blan- 
ket” consent form to release the 
hospital from complete respon- 
sibility for operations, shock 
therapy, radioisotopes and other 
dangerous forms of treatment. 
Will such an authorization signed 
at the time of admission protect 
the hospital from legal responsi- 
bility or is a specific authorization 
required for each hazardous pro- 
cedure? 


ANSWER: A specific authorization 
is required for each hazardous pro- 
cedure. I would recommend to you 
the forms of consent which are to 
be found in the Hospital Law Man- 
ual published by the University of 
Pittsburgh. 


Autopsies 


QUESTION: We have had some 
difficulty in getting up to an an- 
nual autopsy rate of 20 percent 
required by the Joint Commis- 
sion on Accreditation of Hos- 
pitals. In December we autopsied 
two patients who were D.O.A., 
after we got permission from the 
coronor and next of kin. The 
inclusion of these two would give 
us 22 percent. May we count 
them for the year? 


ANSWER: The purpose of the 
autopsy rate is to act as a check 
upon hospital deaths. Neither D.O.A. 
nor outside deaths can be counted 
in the autopsy percentage. If it were 
possible to do this, a hospital might 
have an autopsy percentage of more 
than 100 percent. 


please turn to page 24 


From Motorola/Dahlberg 
an Audio-Visual Nurse 
Call that’s simple for the 
Nurse to use...and guar- 
antees patient privacy 


A totally-new Audio-Visual Sys- 
tem created by people who studied 
the problems of patient-nurse 
communications and solved them 
through these important features: 


Fully Automatic Operation 


Benefit to Nurse: She answers cal 
just by lifting the handset. No 














switches, no buttons. So simple, be; ‘ 
cause the system does all the switch; \ 
ing electronically. 


Benefit to Patient: His calls are an, 
swered promptly! 


System Classifies Calls 

Benefit to Nurse: She can tell ati 
glance which patient is calling and il } 
the call is emergency, routine or from ’ 
patient requiring priority attention 
Benefit to Patient: ‘‘Personalized’ 
service! ’ 


s 





2-Way Call Privacy 

Benefit to Nurse: She knows patient 
talking privately into hand-hel 
“Tele-Mike’’ Pillow Speaker. She cat 
answer privately, too. Only the 
tient hears the nurse. 
Benefit to Patient: Freedom to commg 
municate intimate needs! 


These features are designed to 
greatly improve patient-nurse 
communications .. . reduce steps 
and time for your nursing staff 
... give your patients greater 
security and confidence. 


THE RESULT: A system that com 
pletely justifies itself through full 
continuing use. 


Right now, make up your mindt 
investigate the Motorola/Dahlbe 
System. Phone, wire or write for 
demonstration in your office. Youm 
be surprised to discover how little thi] 
system costs and how much it ¢ 
mean to your hospital! 
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NEW SHAPE, NEW FUNCTION . . . the new ae 
Motorola /Dahlberg Audio-Visual Nurse Call. . . THE COMMUN:I-SONIC » 


ly system that classifies patients’ calls. Panel , | | 
light up to show nurse fom aumber and bad AUDIO - VISUAL NURSE CALL 


mind tl designation of the patient calling and whether 
ah Ibe call is emergency, priority or routine. “ 1 
a” It’s all done instantly, electronically, automati- eee ee 
ittle thi cally : no switches, no confusion, just pick up the 
n it handset and answer the call. Saves time, steps 

and money. ; 















See for yourself how this startling achievement 
in Nurse Call Systems can bring new efficiency to 
your hospital. For a demonstration, phone, wri 
or wire today. oo 


| MOTOROLA | DAHLBERG | 
, HOSPITAL COMMUNICATIONS SYSTEMS 


GOLDEN VALLEY, MINNEAPOLIS 27, MINNESOTA - LIBERTY 5-3721 
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Stop i Is your 
NURSERY 
rennin 


up to date? 
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Save Nurse’s time—clean up to 1200 
bottles per hour with the 


HAMILTON BEACH Gass Washer 


Remove Milk Scum even from inner 
bottom crevices! 
Fits any sink—just plug in. Exclusive TURBO-FLO 


water action eliminates floating-film contamination. 
Handy TURN-TOP switch. Rust Proof, Heavy Duty 
construction throughout. Motor-driven quadruple 
Nylon brushes scrub every inch—approximately 1000 
scrubs per minute. Brushes also available for regular 
glassware. U.L. Approved. Thousands now in daily use. 
Only $125.00. 10 DAY TRIAL OFFER! Contact your regular 
supplier or send coupon for your free trial. 


CORR R Ree eee Eee EEE EERE EEE EEE EE EE EEO EEEEEE EEE ESSE EEE EEE E EEE EEE SEES SEES OSES ESSE EEEES OOEEEHEEEEEED 


HAMILTON BEACH® eacine, wisconsin, vepr. ¢ 
DIVISION OF SCOVILL MANUFACTURING COMPANY 


Gentlemen: Without obligation, please make arrangements for our 
10 day trial of a HAMILTON BEACH Glass Washer. Thank you. 


Name Bgl Rial et eo eat 








Hospital _....... 
Address 
ay State 











W orld's Largest Manufacturer of Fountain Appliances 


For more information, use yellow postcard inside back cover. 








Consulting 
Continued from page 22 


Disloyalty of Surgeon 


QUESTION: One of our surgeons 
was sued recently for having left 
a sponge in a patient’s abdomen. 
To our great consternation, he 
filed a petition calling in the 
physician who assisted him at the 
operation, the nurse in charge of 
the operating room and the hos- 
pital, all of whom were joined as 
defendants. The medical staff has 
recommended that he be dis- 
missed from the hospital for this 
action and he threatens to sue us 
if we dismiss him. Everyone con- 
cerned feels that he has been 
most disloyal and should not be 
allowed to work in this hospital 
any more. What is your opinion? 


ANSWER: The surgeon should not 
be dismissed from your medical 
staff. The decision to join others as 
defendants was probably not made 
by him. He very likely had very 
little to say about it. Most physi- 
cians who are insured for malprac- 
tice are obliged to sign an agree- 
ment to assist the insurance com- 
pany lawyers to defend the case in 
any way that seems equitable to 
them. If he violates this agreement, 
the physician may find himself un- 
covered by insurance and may have 
to pay the judgment out of his own 
pocket. You should talk to your 
physician informally to find out the 
circumstances of the case before you 
take any action which might — 
in an injustice. 


Letters to the Editor 


= Your ANSWER (p. 16, January, 
1961) to the hospital about the in- 
surance company that insisted upon 
having its own very long claim form, 
rather than the one designed by the 
Health Insurance Council and ap- 
proved by the American Hospital 
Association, was exactly right. In 
addition, you might have suggested 
that the case be brought to the at- 
tention of local insurance people 
representing the state committee of 
the Health Insurance Council. The 
HIC is working hard to simplify this 
paper work. We have no police 
power, but sometimes we can be 
persuasive with home offices on the 
basis of actual cases. We believe the 
trend is toward shorter forms. 8 
—Albert V. Whitehall, Vice chair- 
man, Health Insurance Council, 488 
Madison Avenue, New York 22. 
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hypovolemic shock 
quickly, economically 


without the dangers of blood transfusion 


An estimated 3,000 patients die each year as the result of blood 
transfusion reactions.’ When hypovolemic shock is treated with 
ALBUMISOL®, most of the risks inherent in blood transfusion are 
bypassed. With ALBUMISOL, there is— m no danger of hepatitis m no 
waiting or expense for typing, cross-matching, or grouping. 


Most importantly, ALBUMISOL is the protein responsible for 80 per 
cent of the colloid osmotic pressure of plasma. It therefore fills the 
most urgent need in hypovolemic shock—restoration of pressure. 


ALBUMISOL 25% (salt poor) is also available to help you manage 
nutritional deficiencies and severe fluid retention of advanced cir- 
rhosis and nephrosis. Increased production now makes possible new 
lower prices on both products. 


RMAL SERUM ALBUMIN aia 
ready for immediate blood volume replacement 


SUPPLIED: ALBUMISOL 5% in 250-cc. and 500-cc. bottles. 
ALBUMISOL 25% (salt poor) in 20-cc. and 50-cc. bottles. 
1. Hirsh, B. D.: Medicolegal Digest, 1:21, June, 1960. 

Additional information is available to the physician on request. 
ALBUMISOL is a trademark of Merck & Co., INC. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. « West Point, Pa. 








hospitals & the Law 


by Emanuel Hayt, LL.B. 


Hospital Should Have 
Anticipated Mental Patient’s 
Suicide 


® THIS ACTION under the Federal 
Tort Claims Act arises from an un- 


fortunate occurrence that took place 
on December 28, 1954, at the Vet- 
erans’ Administration Hospital, Al- 
bany, New York. On that date, 
Stanley Lange, the twenty-two year 
old-son of the Plaintiff Administra- 











Today’s concept in 


overbed frames... 








Reprints suitable for framing available upon request 


one-piece, folding 


OVERBED FRAME 


Now any bed can be attractive with this economical, sturdy, overbed frame. 
The Stryker one-piece unit folds in a compact “L” for storage. All parts are 
fashioned to the main frame for storage of the complete frame as a unit. 
Strength tested at 400 Ibs., this Frame is quickly adjustable for any bed 
Pulleys can be attached anywhere over bed —_ grasping bars may be mounted 
overhead or on bucks extension. . 

Free 30 day trial .. no cost or obligation. 


SURGICAL AND HOSPITAL EQUIPMENT 


Orthopedic frameCompany 


420 ALCOTT STREET * KALAMAZOO. MICHIGAN 
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trix, jumped from a sixth floor win- 
dow at the Hospital to his instan- 
taneous death. He had been ad- 
mitted only a few days previous, on 
December 22, 1954, to the Neuro 
Psychiatric Service of such govern- 
ment hospital suffering from an 
acute mental disorder. 

Shortly after his admission, a psy- 
chiatrist at the hospital, after ex- 
amining and interviewing the de- 
cedent, had diagnosed suicidal tend- 
encies and suicide precautions were 
ordered to keep him safe. In the ex- 
ercise of reasonable care, with this 
notice, the jump should have been 
anticipated, and the fact he was un- 
attended and alone for the shortest 
period of time is enough to estab- 
lish lack of due care on the part of 
the government employees and lia- 
bility for the death. Contributory 
negligence could not be found on 
the part of Stanley Lange because of 
his mental condition. 

The defendant, by its employees, 
was negligent and careless and the 
decedent was free from contributory 
negligence. A fair and just amount 
of compensatory damages for the 
pecuniary injury and loss _ is 
$10,000.00. 

(Lange, Admzx., v. United States, 11 
CCH Neg. Cases 2d 308 USDC— 
N.Y.) 


Judgment Against Hospital 
Reversed for Failure to Define 
‘Proper Treatment, Care 
and Protection” " 


® PLAINTIFFS brought an_ action 
against defendant hospital for the 
death of their minor daughter, Carol 
Eberlein, who was admitted to the 
psychiatric ward on the advice of 
the doctor attending the girl. Plain- 
tiffs had become, concerned about 
their daughter when she was un- 
able to sleep, was irritable, moody 
and preoccupied with religious mat- 
ters. The girl was given a room to 
herself and at first was given medi- 
cation so that she would sleep nor- 
mally for 24 hours in order to regain 
her strength. The psychiatric ward 
housed both men and women pa- 
tients who were permitted to walk 
about the various rooms and a 
special recreation room for them at 
the end of the hall. Nurses and 
orderlies were always in the hall 
to watch the conduct of the patients 
and every half hour a check was 
made into each of the rooms. The 
girl was found dead in her closet. 
An autopsy failed to reveal the 
cause of death, although a reason- 
able speculation seemed to be that 
she fainted while in the closet and 
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because of the backward tilt of her 
head, swallowed her tongue thereby 
strangling herself. 

The jury returned a verdict for 
plaintiffs in the sum of $45,000. On 
appeal to this court, defendant con- 
tended that by one instruction, the 
jury was allowed to speculate as to 
what duty the hospital owed to 
plaintiff's daughter. 

In its oral charge the trial court 
instructed the jury that if the de- 
fendant negligently failed to give 
Carol Eberlein proper treatment, 
care and protection, which defend- 
ant was obligated to give her and 
that the defendant was negligent as 
alleged in not giving Carol Eberlein 
the care and protection necessary, 
then the jury might find for the 
plaintiff, if such negligence was the 
proximate cause of her death. The 
trial court did not define what is 
meant by proper treatment, care 
and protection which the defendant 
was obligated to give the child nor 
did it define what is meant by the 
defendant’s being negligent as al- 
leged. 

The judgment was reversed and a 
new trial ordered. 

(Mobile Infirmary v. Eberlein, 10 
CCH Neg. Cases 2d 1028—Ala.) 


Bingo Game for Profit Causes 
Charitable Institution to Lose 
Immunity from Tort Liability 


™ PLAINTIFF was not a member of 
St. Joseph’s Church and came there 
on the date mentioned solely for the 
purpose of playing bingo, which 
game was regularly conducted at 
intervals on the church premises. 
Patently, she was not a recipient of 
any charity dispensed by the church. 
It is conceded that Archibshop Al- 
ter, in his official capacity, is the 
trustee of the church and its prop- 
erty. 

The cause was tried to the court 
and a jury and resulted in a verdict 
and judgment for plaintiff. 

In carrying on the game of bingo 
for a substantial profit (there was 
an average of from about 1,000 to 
1,500 players at each game session), 
St. Joseph’s Church engaged in a 
business enterprise disassociated 
from the purpose for which it was 
organized. By conducting a business 
enterprise of the kind described, the 
church removed itself from the pro- 
tection it might have claimed as a 
religious and charitable institution. 
In other words, by conducting the 
game of bingo as a large scale mon- 
eymaking proposition, the church 
stepped out of its ordinary and ac- 
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cepted sphere and thereby lost the 
immunity from tort liability it might 
have asserted in different circum- 
stances. 

Immunity from civil liability for 
negligence accorded to charitable 
institutions, including religious or- 
ganizations, depends upon the ac- 
tual devotion of the institution to 
charitable purposes, and a chari- 
table institution is liable for negli- 
gence in the operation of a business 
enterprise for profit not directly re- 


lated to the purpose for which such 
institution was organized. 

Therefore, the judgment of the 
Court of Appeals is affirmed. 
(Blankenship v. Alter, 11 CCH Neg. 
Cases 2d 381—Ohio) 


Rules for PR Competitions 


= Write to Contest Editor, in care 
of HOSPITAL MANAGEMENT for your 
free copy of the “Rules for Entry” in 
the MacEachern Competitions. & 
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“FREEHAND” 
MODEL 4B102 


There can be no compromise with quality when a human life hangs 


in balance. That's why Colson is so proud to offer two new 


incubators that provide the optimal protection for premature infants. 
The Colson ''Freehand"” and ‘‘General’”’ models, both incorporate 
advanced features for successful respiration therapy and ease 


of operation .. 
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Cutter Laboratories 
Berkeley 10, California 
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Filling a 90,000 cu. ft. LINDE storage unit —sur- 
prisingly compact, because liquid oxygen takes 
about 862 times less space than needed for atmos- 
pheric gas. Other units are the 25,000 cu. ft. size, 
which fits in an area only five feet square, and a 
3000 cu. ft. cylinder that can be moved by one man 
and replaces 12 conventional cylinders. 





With hospital oxygen, you’ve got to be sure that 
it’s produced to U. S. P. standards . . . that it’s 
properly stored and handled .. . 

And you’ve got to be sure that it’s there when 
you need it. 

You don’t face problems like these when you 
have a LINDE liquid oxygen system installed. 
Any general hospital from 25 beds up can have 
liquid oxygen. Experienced LINDE representa- 
tives are ready to help in selecting and install- 
ing the equipment you need. You will find that 
liquid oxygen takes only a fraction of the 
storage space required for gas. Highly qualified 


personnel supervise its production all along the 
line. And deliveries are regular and depend- 
able, wherever your hospital may be located 
in the United States. 

Take advantage of more than 50 years of 
LINDE experience in the oxygen business. Call 
your nearest LINDE representative or distrib- 
utor. Or write Linde Company, Division of 
Union Carbide Corporation, 270 Park Ave- 
nue, New York 17, N. Y. In Canada: LinpE 
Company, Division of Union Carbide Canada 
Limited, Toronto. 
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“Linde” and ‘“‘Union Carbide” are registered trade marks 
of Union Carbide Corporation. 
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medical RECOROSS 


by Adeline C. Hayden, C.R.L. 


Inguinal Hernia 

QUESTION: I have received the diag- 
nosis Obstruction of Inguinal hernia. 
The Physician finally changed the 
diagnosis to Intestinal obstruction due 
to Inguinal Hernia. Is it codable? 


ANSWER: Absolutely the diagnosis 
Intestinal obstruction due to Ingui- 
nal Hernia is codable. You use two 
codes 0601-6393 Inguinal hernia in- 
direct and 650-639.4 Intestinal ob- 
struction due to hernia. 





6x36 INCHES 


The wide range 0 


SIX SIZES, 


U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery...an occlusive dressing in burns... 
an emollient dressing on dry and nonacute skin lesions . . . a packing in nose, eye, 
and ear procedures... here is a dressing convenient to use and of guaranteed, 


sealed-in sterility. 


Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes * 1/2” x 72" selvage-edged packing 

in heat-sealed foil envelopes ¢ 1” x 36” strip ... 3” x 3” pad, opening to 3” x 9” strip... 
3” x 18” strip...3” x 36” strip...6” x 36” strip 
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‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ® Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is @ registered trademark of Chesebrough- Pond’s inc. 


For more information, use yellow postcard inside back cover. 





Implantation 


QUESTION: What is meant by Im- 
plantation of dummy seeds in blad- 
der? 

ANSWER: Implantation of dummy 
seeds in bladder is the implantation 
of any radiopaque substance to out- 
line the site of treatment by the 
Cancer Therapy Center. Use the 
procedure code -322. 


Pott’s-Smith Procedure 


QUESTION: What is the heart opera- 
tion Potts-Smith procedure? 

ANSWER: This procedure consists of 
the anastomosis of the left pulmon- 
ary artery to the aorta for relief 
from the Tetralogy of Fallot. The 
code is 4051-52. 


Rhabdomyolysis 


QUESTION: We recently had a 
wrestler admitted to our hospital and 
he was diagnosed Rhabdomyolysis. 
May I have a code number for this 
condition? 

ANSWER: This condition may be 
coded one of two ways. I shall give 
you both. 270-712 Recurrent rhab- 
domyolysis exertional type (recur- 
rent myoglobinuria) or 270-748 Re- 
current rhabdomyolysis nonexter- 
tional type (idiopathic myoglobin- 
uria). 


Artery Syndrome 


QUESTION: I have been given the 
diagnosis Superior Mesenteric Artery 
Syndrome. How should the condition 
be coded? 

ANSWER: This is a condition which 
produces a partial, small bowel ob- 
struction. Code 650-yx4 Small 
bowel obstruction due to undeter- 
mined cause. 


Medical Record Centers 


QUESTION: We have a definite stor- 
age problem and my administrator 
suggested that I investigate the use of 
Medical Record Centers. I am not fa- 
miliar with Medical Record Centers, 
what are they? 

ANSWER: Medical Record Centers 
are being used in some areas in 
United States. Hospital and medical 
records, including x-rays and even 
pathological specimens are main- 
tained in private, protected facili- 
ties. In some instances file contain- 
ers are supplied free. The systems 
of indexing and telephone refer- 
ence service permits the hospital to 
consult or send for any particular 
record. Desk space for conducting 
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studies is provided in some in- 
stances. One such Center is known 
as Bekins and is located in Los An- 
geles, Calif. 


Candidiasis 


QUESTION: How do we code the 
diagnosis Candidiasis? 

ANSWER: Candidiasis is an infec- 
tion with the fungus candida albi- 
cans, but the preferred term is 
Moniliasis. The etiologic code is 
-209. 


Pathology File 


QUESTION: Please explain specifi- 
cally how I can set up a Pathology file 
in a small laboratory, using the body 
systems. 
ANSWER: This is not at all a diffi- 
cult task. First divide the file into 
the 11 main systems as follows: 

0. Body as a Whole 

1. Integumentary system 

. Musculoskeletal system 

. Respiratory system 

. Cardiovascular system 

. Hemic and lymphatic systems 

. Digestive system 

. Urogenital system 

. Endocrine system 

. Nervous system 

10. Organs of special sense 

These 11 guides should be center 
cut guides. Back of the center cut 
guides file the first and third cut 
guides to indicate the part of the 
system involved; for example, the 
first division guide back of 2 Mus- 
culoskeletal System would be 200 
Bones followed by 240 Joints and 
so on, and your pathology diagnosis 
cards should be filed alphabetically 
back of the division guides. 


Patient History 


QUESTION: Our hospital has em- 
ployed externs to write histories and 
physical examinations. In emergency 
cases it is impossible for them to 
write a preoperative physical exam- 
ination, and they are not permitted to 
do pelvic examinations. Should the at- 
tending physician write an addenda to 
the physical examination written by 
the extern or is an admission note 
written by the attending physician 
on the progress record sufficient? 

ANSWER: There must be a com- 
plete history and physical examina- 
tion on every patient. The attending 
man is responsible for the history 
and physical. If he assigns the job 
to an extern, interne or resident he 
should read, amend or add to work 
of the individual and countersign it 


- APRIL, 1961 


as approved. His responsibility can- 
not be delegated in this instance. 


Vein Grafts 
QUESTION: Many of our ear, nose 


and throat surgeons are performing 
vein grafts with stapidectomies. How 
do I code the vein graft? 

ANSWER: The procedure code 
used to indicate plastic closure of 
wound by endothelial mucosal or 
other tissue is -5035. Your complete 
code in the operation you mention 
is x81-5035. 


Specialties Listing 


QUESTION: I am employed in a 
small hospital and prior to this time 
we classified our diseases according 
to main services; medicine, surgery, 
pediatrics, obstetrics and new born. 
Now our administrator wants our dis- 
eases classified according to special- 
ties. Where can I find a listing? 

ANSWER: May I refer you to the 
“Textbook and Guide to the Stand- 
ard Nomenclature of Diseases and 
Operations,” pages 492 and 493. = 





THESE DIESEL ELECTRIC SETS GIVE YOU 


A NEW KIND OF DIESEL 


AND BRUSHLESS GENERATORS 











Easy to Install — Quick to Start — Self-contained, unit- 
type sets are mounted on skids. No need for special 
foundations . . . no danger of misalignment. Allis- 
Chalmers diesels “kick over’ instantly — take as 
66 kw little as four seconds to start and pick up the load, 


Diesel Safe — Economical, Too — Use safe diesel fuel. Allis-Chalmers con-\ 


trolled turbulence assures complete combustion . . 


. full utilization of 


fuel saves up to 27 percent over other diesel units in this size range. 


Modern Brushless Generator and 


’ 


Magnetic Amplifier-Type Static Voltage Regulator 
@ Maintains fast, accurate and stable control of voltages. 
e Picks up 50 percent heavier starting loads than possible with 


conventional machines. 


e@ Avoids radio interference — no brushes. 
@ Provides broad range of voltages — to suit customer installation 


requirements. 


@ Easily serviced and maintained — no brushes, no slip rings, no moving 


contacts to burn or wear. 





All major components — engine, regulator, generator and switchgear — 
are engineered, coordinated, built and backed by a single manufacturer. 
Let your Allis-Chalmers dealer give you the complete facts and specifi- 
cations. For more information, write Allis-Chalmers, Milwaukee 1, Wis. 
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AMSCO Water Processing equipment is 


indeed so complete in scope as to encompass every. 
conceivable hospital water need . . . whether it be 
deionization or complex triple distillation and 
sterilization for “‘lifesaving’’ parenterals. 

Our “‘Deiuxe” Steam Heated Water Stills is 
routinely exceed the most rigid hospital purity ~ » ed Ny 
standards. These quality stills are available with... ..a% 
proper controls and storage tanks for any me 
application. Where economy is a factor, our 
“Utility” Water Stills produce a high standard : ‘ 
distillate . . . at minimum cost. Again, controls 
and storage tanks to suit the need. 

This same range of versatility in equipment 
function and cost is true of our Deionizers, 5 
Sterilizers and other water apparatus. In other ad + 
words, whatever your water needs, Amsco has : 
a particular model to accomplish it efficiently, ae q 
economically . . . with minimum time and eh 
attention from the operator. ee 

Why not ask your Amsco representative to 
analyze your present need . . . or the one you’ll i 
be considering in the future. For now, write for - ag Ae 
our Water Processing Brochure SC-301. oe 
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by Frank Gohr, R.S., M.P.H. 


Environmental Health and Safety 
School of Medicine 

University of California Medical Center 
San Francisco 22, California 
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In hospital sanitation, I am 
obsessed with the idea that 
environmental sanitation. cuts 
across department _ barriers, 
since its .influence is felt 
. throughout the hospital and is 


not restricted to a single de-- 


partment. or ‘area—Frank ee 
oo ne M.P.H : 
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How many organisms will be transmitted from this venti- 


lator (left) in the delivery room, the air filter (above) on 
the unit in the O.B. hall, or (far left) the ledge? 


SPOTLIGHTING 


Hospital Sanitation peru 


Bathrooms 


In patients’ bathrooms a definite 


daily as well as when the patient 
is discharged. Obviously such a 
schedule would be all but impos- 


regimen of cleaning witha quick® “sible to carry out. Attention should 


acting, nonodorous, nonirritating 
germicidal detergent should be es- 
tablished — twice a day in infected 
or key areas. Baths, showers, mats 
and toilet seats should be similarly 
treated. Hand basins and other 
equipment used by bedpatients must 
be collected and sterilized after use, 
particularly in infected areas, unless 
they are for one patient’s exclusive 
use. 

Colbeck’® feels that showers 
should replace tubs, wherever pos- 
sible, because they offer less pos- 
sibility of contamination. Howe ad- 
vises that patient not be required 
to cleari‘a tub or sink before or after 
use, since he believes greater con- 
trol can be exercised if a definite 
cleaning schedule is followed by 
competent Cleaning personnel. 


Draperies, Curtains and Shades 


Heitman!! suggests that draperies, 
curtains and shades be cleaned 


be given to the replacement of 
heavy draperies, venetian blinds 
and roller shades with single thick- 
ness washable draperies, which can 
be laundered periodically. 


Ventilation and Air Treatment 


It has not been clearly ascer- 
tained to what extent air-borne 
contamination contributes to the 
cross-infection rates. There are 
“two schools of thought” on the 
subject — one group believes that 
dissemination of organisms via the 
aerial route plays an important 
role, while the other group contends 
that aerial transmission plays a 
minor role. These latter contend 
that cross-infection requires a 
higher concentration of organisms 
introduced into the infection site 
then is possible by aerial dispersion. 
Since there still is such controversy, 
the best course to follow would be 
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What is the bacterial count 
in this clogged air filter? 






Screens 
should be 
kept clean. 




































to pay strict attention to ventilation 
requirements, until they are proven 
to have only a minor importance. 

In addition to the cross-infection 
problem, the comfort of the patient 
must be considered. Proper tem- 
perature, air movement and humid- 
ity all have physiological impor- 
tance to the patient. Certain areas 
of the hospital, that is, operating 
rooms, nurseries, laboratories, and 
laundries, must receive special con- 
sideration due to the activities car- 
ried on in such areas. 

There is complete agreement that 
operating room ventilation should 
be maintained at slight positive 
pressure in relationship to the rest 
of the hospital. As Williams”? states, 
“It is now accepted that when op- 
erating rooms are built within the 
structure of a hospital, they need to 
be ventilated under positive pres- 
sure so as to make sure that con- 
taminated air from the hospital is 
kept out.” He also suggests that an 
aseptic advantage may be gained 
by bringing the air in at the ceiling 
so that it tends to descend through 
the room in a “piston” action rather 
than the more conventional turbu- 
lent mixing arrangement. 

Starkey,? on the other hand, feels 
that as far as possible forced air in- 
lets for the operating room should 
be well baffled and spread out so as 
to.make the incoming air drift into 
the room in all directions, thereby 
circulating without causing drafts. 

Adams?’ reports that his hospital 
received essentially sterile air in 
the operating room through the use 
of filtered, temperature-conditioned, 
humidified air, which is admitted 
via two ducts near the ceiling and 
exhausted from wall vents at 
heights of one foot and seven feet. 
Thus we see that patterns of air 
supply are still in dispute. 

Until the importance of the meth- 
ods and patterns of supply and ex- 
haust have been proven, it will 
probably be best to avoid expensive 
renovations of the ventilation sys- 
tem. There is general agreement, 
however, as to the necessity of reg- 
ular inspection and cleaning of air 
intake sources, screens and filters 
wherever they exist. It is also gen- 
erally agreed that recirculated air 
from other parts of the hospital 
should not be supplied to “high 
risk” areas such as operating rooms, 
nurseries and wound treatment 
rooms. 


Air Treatment 


Air treatment has received much 
attention, and a great deal of re- 
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search has been done on the use of 
various aerosols, such as glycerine, 
resorcinol and tri-ethylene glycol; 
use of electron-precipitation filters; 
and the installation of ultra-violet 
lamps. Although very successful re- 
sults have been reported by indi- 
vidual researchers, most of these 
control measures have their defects 
in that they are only effective un- 
der ideal conditions, which are very 
difficult to achieve in practice. The 
general opinion is that the effects of 
ultraviolet light radiation in hospital 
field trials are not yet fully estab- 
lished even though Hart?* and oth- 
ers*7;°8 claim great benefits from its 
use. One serious drawback is the 
need for the direct impingement of 
the ultraviolet light upon the bac- 
teria — if at all shielded (as by 
floating particles and dust) the bac- 
teria will not be destroyed. Other 
objections to ultraviolet which have 
been raised are: personnel in the 
exposure zone must be properly 
protected from skin and eye expo- 
sure; ozone which is produced is a 
poisonous gas; ultraviolet lamps 
must be continuously checked to in- 
sure that they are operating effi- 
ciently and the battery of lamps 
needed to irradiate even a small 
room would be too cumbersome for 
mobile operation. 

Walter!’ has suggested the fol- 
lowing criteria for bacterial counts 


in the air: operating room — 5 to 
10 organisms per cubic foot; ward 
air — 10 to 20 organisms per cubic 
foot. 


References: 3-5, 9, 12, 13, 22-28. 
Space 


Adequate space is very important 
in a hospital not only for patient 
habitation, but also to provide for 
the many ancillary services which 
the patient requires during his stay 
in the hospital. We are mainly con- 
cerned with space as it affects the 
health of the patient. Space must be 
provided to properly isolate patients 
with infectious or suspected infec- 
tious disease. Gone are the days 
when wards contained from 50 to 
150 patients; when patients were 
accommodated two or three to the 
bed. Ward sizes have been gradually 
reduced until the four-bed ward is 
about average, and new hospital 
construction seems to favor double 
and single rooms. 


Nurseries 
Scientific papers often contain 
general statements regarding the 


hazards of crowding in_ hospital 
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This is a dirt-clogged hospital kitchen hood exhaust duct. 


nurseries, but leave the reader won- 
dering just what constitutes over- 
crowding. The American Academy 
of Pediatrics?° has suggested certain 
criteria which may serve as a guide 
in evaluating overcrowding of the 
newborn. They recommend that 
nurseries contain no more than 12 
infants and preferably only eight. 
They further recommend that each 
infant be allowed a minimum of 24 
square feet and preferably 30 
square feet. Space for isolation bas- 
sinets should be 40 square feet per 
bassinet. They further recommend 
one isolation bassinet in the isola- 
tion nursery for each 30 bassinets 
in the regular nursery. Brown® re- 
ports that in California the mini- 
mum space for nurseries in hospi- 
tals established prior to January 1, 
1947, is 20 square feet of floor space 
for each bassinet, and that too often 
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this minimum is reduced by the ad- 
mission of more patients than the 
hospital quota specifies. 
Recommendations regarding the 
creation of individual bassinet cubi- 
cles by partitions are contradictory. 
The American Academy of Pediat- 
rics*®? recommends that partitions 
not be used, since they only create 
cleaning difficulties and do not pre- 
vent cross-infection. On the other 
hand, Standard Plans for Nurseries 
for Newborn*® by the USPHS, states 
“It is preferable that the bassinets 
be separated by partitions, forming 
cubicles of sufficient size to enable 
a nurse to give bedside care con- 
veniently to each infant.” It would 
seem, however, that if the recom- 
mended floor space per infant was 
followed, there would be little ad- 
vantage in having partition separa- 
tions. In fact, such partitions might 
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prevent the nurse from viewing the 
bassinets at all times. 
References: 6, 29-33. 


Food Service 


The basic sanitation principles for 
food service in hospitals are no dif- 
ferent from those for any public 
eating establishment, but the stand- 
ards of cleanliness and food service 
hygiene should be at the highest 
level due to the increased suscepti- 
bility of hospitalized patients. Food 
service in hospitals does have some 
unique aspects which may not be 
found in normal food service estab- 
lishments. Food must often be 
transported some distance from the 
preparation location to the indi- 
vidual diner. This may be accom- 
plished by heated carts or by tray 
elevators and belt conveyors. At- 
tention must be given to the pro- 
tection against contamination of the 
food while in transit. Temperature 
and time elements during transpor- 
tation also must be considered. 

Belt conveyors and tray elevators 
are comparatively new and have 
created some problems of sanitary 
maintenance. Trays do tip over and 
grossly soil the elevator shaft or belt 
and belt table. Belt washers have 
been designed and are in use, but 
the problem of cleaning elevator 
shafts and belt tables needs im- 
provement. 

Special problems in food service 
are created by infectious disease or 
isolated patients. Food utensils and 
uneaten food should never be re- 
turned to the central kitchen area, 
but should be cared for individual- 
ly. Many hospitals have met this 
problem by the use of disposable 
paper service which can be disposed 
of along with other infectious waste. 

A recent report®* on a survey of 
hospital food service facilities 
showed that the sanitation stand- 
ards were lower than the average 
standard for public food service es- 
tablishments in the general area, 
and it was admitted that the public 
food establishment standard was 
none too high. Hospitals have food 
poisoning outbreaks, and it is al- 
ways reported that following the in- 
vestigation, improvements were 
made in the food preparation 
areas.** Foster and Hartman** have 
developed a check sheet to help 
hospitals evaluate dietary opera- 
tions. It is interesting to note that 
one of the questions on the check 
sheet asks “Is there regular inspec- 
tion by (an) official sanitarian — 
monthly preferable?” 
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Since ice is often incorporated in- 
to water and beverages served to 
patients, special attention should be 
paid to maintenance cleaning of 
ice-making machines and bins, the 
cart and ice container and, particu- 
larly, the ice scoop, which is han- 
dled by many persons. The scoop, 
not the hands, should be used for 
handling ice. 

References: 11, 34, 35. 














































































When you spotlight 
sanitation, look 
under, behind 

and between, as 
well as in and 
around equipment. 
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Hospital Sanitation 


Part I, March, 1961 
Included 


Basic Sanitation 
Handwashing 
Housekeeping 


Floor and Wall Covering 


Hospital Sanitation Will be Continued 
in Future Issues of Hospital Management 


May, 1961 June, 1961 


Water and Plumbing Gowns 

Waste Disposal Masks 

Linens Disinfecti d Sterilizati 
Blankets, Pillows and Mattresses ee 
Tiedt Treatment of Special Equipment 


Aseptic Technique Costs 


When this series is completed the entire feature (including ref- 
erences) will be available in reprint form. 


‘‘Let it be said that no degree of architectural and mechanical planning 


for the promotion of hygienic conditions will automatically eliminate 


the hazards of infection. Just as eternal vigilance is the price of liberty, 


so the systematic and disciplined practice of hygiene 


is the price of effective infection control.”’ 


—Joseph Blumenkranz, A.I.A. in "Architectural Planning for Control of Nosocomial Infections," 
Hospital Management, June, 1960, p. 49. 























Part I 


The Pharmacy Committee 
Exceptions to the Formulary 
Right to Prescribe 

Lack of Formulary 


Large Hospital Problems 


™ DRUG FORMULARIES have existed 
for a long time. They were original- 
ly established by physicians to help 
other physicians to select the best 
drug to give to a patient suffering 
from a certain disease. Formularies 
were lists of drugs which had proven 
effective in certain diseases in the 
days when there were no controls or 
pretesting of medications. Some for- 
mularies date back 250 years. They 
were devised to circumvent pur- 
veyors of proprietary medicines and 
their ilk. They serve the same pur- 
pose today. 

The hospital drug formulary has 
served physicians, nurses and pa- 
tients well throughout the years. It 
is usually a book which lists the 
drugs which are kept in stock in the 
hospital together with suggestions 
for their use. It is, in effect, a list of 
drugs recommended by the most 
knowledgeable physicians in the 
hospital. It is not a mandatory docu- 
ment — it merely contains recom- 
mended medications. Physicians are 
expected to use it as a guide, not as 
a restriction on their judgment. 

A copy of the formulary should be 
kept at each nursing station. Any 
physician who is uncertain about a 
drug or needs information about a 
new drug consults it whenever he 
has need to. In the same way, the 
nurses at each station may consult 
the hospital formulary if they are in 
doubt about orders which may have 
been written by a physician. 


Pharmacy Committee 
The hospital formulary is pre- 


pared and revised frequently by the 
pharmacy committee of the hospital. 
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by Charles U. Letourneau, M.D. 


This committee is made up of physi- 
cians who are appointed to the com- 
mittee because of their knowledge 
of pharmacology and therapeutics. 
They are assisted by the hospital 
pharmacist whose main job it is to 
collect information about the phar- 
macological action of any new drug 
that comes on the market and any 
other facts about it that are per- 
tinent. 

In a hospital where the pharmacy 
committee is working conscientious- 
ly and well, it holds a monthly 
meeting. Bulletins are issued pe- 
riodically to the medical staff con- 
cerning new drugs which are rec- 
ommended for use and stocked by 
the hospital. But it is always under- 
stood that a physician may pre- 
scribe any drug that he thinks is 
best for his patient — even if it is 
not in the formulary. 

The hospital drug formulary lists 
each drug by its generic name and 
usually also lists the brand names 
of the generic name drug which are 
stocked in the hospital. It may also 
list the brand names which are not 
stocked in the hospital. The phar- 
macy committee refers to the name 
of a drug by its generic name in its 
bulletins, usually followed by the 
brand name or names. 

For many reasons, the pharmacy 
committee recommends to each 
physician that he prescribe a drug 
by its generic name. He usually 
does so if he has a hospital for- 
mulary to which he can refer. But if 
he prescribes a drug by its brand 
name it should be provided even if 
it is not in the formulary. He can 
be questioned afterward by the 


pharmacy committee if his judg- 


ment has been at fault. 

Where a hospital formulary is 
available on every nursing station, 
in every physician’s office, and in 
various parts of the hospital where 
physicians can refer to it, difficulty 
rarely arises. Indeed, no difficulty 
has ever been experienced in well- 
organized and_ well-administered 
hospitals where the formulary is 
correctly used. 





The Hospital Drug Formulary 


Exceptions to Formulary 


Whenever a physician insists upon 
prescribing a drug which is not in 
the formulary, his patient will get 
the drug but the physician may be 
asked to discuss with the pharmacy 
committee his reasons for preferring 
a drug which is not in the for- 
mulary. These are educational ses- 
sions where the committee may try 
to convert the physician to the use 
of the formulary drugs. But, in 
some cases, the physician may con- 
vince the committee of the sound- 
ness of his judgment.~ When this 
happens the drug is added to the 
formulary and the physician may 
get an appointment to the pharmacy 
committee. 

All of the foregoing is stated to 
show that the hospital drug for- 
mulary can and does work well and 
that differences of opinion between 
physicians can be ironed out satis- 
factorily. 

It occasionally happens that a 
physician prescribes routinely out- 
side of the formulary as a gesture 
of defiance of authority, as a dem- 
onstration of his ignorance or out of 
pure cussedness. If this happens, 
the pharmacy committee may well 
question the professional maturity, 
judgment or fitness of the physician 
to prescribe on the hospital prem- 
ises. 

It should make certain recom- 
mendations to the medical staff and 
eventually to the governing body 
about the physician’s reappointment 
to the medical staff. But all these 
deliberations and recommendations 
must be undertaken conscientiously, 
carefully and honestly. 


Right to Prescribe 


The hospital drug formulary is 
based upon the principle that the 
law has conferred upon a physician 
the right and the duty to prescribe 
whatever treatment he thinks best 
for his patient under any particular 
set of circumstances. This right and 
duty is conferred upon the physician 
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personally and on him alone. It is 
inalienable. It can neither be abdi- 
cated nor delegated. 

No one can exercise judgment on 
behalf of the physician; indeed, it 
would constitute malpractice for a 
physician to delegate his authority 
to prescribe to another, for no one 
else is competent to exercise his 
judgment. 

Nor can he delegate his authority 
to another physician for the latter 
has power to exercise judgment of 
prescription in his own right — and 
so this would be no delegation for 
the second physician engages his 
own liability. 

Even so, the right to prescribe is 
not absolute. No physician is free to 
prescribe lethal drugs or doses of 
drugs to patients because he thinks 
that they would be better off dead. 
Neither may he prescribe treatment 
which may be injurious to his pa- 
tient; nor may he ethically prescribe 
quack remedies or proprietary med- 
icines whose ingredients he does not 
know; nor may he prescribe medica- 
tions which are untried and un- 
tested or whose efficacy is in con- 
troversy, unless his patient knows 
that he is being treated with an 
experimental drug and has con- 
sented to the treatment. 

But even in these instances the 
medical profession has procedures 
which can be followed to protect 
the public from the physician who 
may abuse or misuse his right to 
prescribe. Even the highest and 
mightiest physicians have been pun- 
ished when they exceeded their 
rights and authorities to prescribe 
for the public. 

Saving those rare cases of misuse 
or abuse of judgment, the principle 
of the hospital drug formulary is to 
recognize the physician’s inalienable 
right to judge what is best for his 
patient. The formulary only tries to 
suggest good medication and to 
guide the physician in his choice of 
drugs. It imposes no restrictions on 
the reasonable physician. 


Lack of Formulary 


There are some hospitals in the 
United States which do not maintain 
a hospital drug formulary. In these 
institutions, the medical staff is 
shirking its duty to maintain a high 
quality of medical care. There is 
either no pharmacy committee at all 
or it exists only on paper with its 
members taking no interest in the 
drugs which are prescribed in the 
hospital. Sometimes they abdicate 
their duties and responsibilities to 
the hospital pharmacist and allow 
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him to fill prescriptions according 
to his own judgment with whatever 
he may have on hand regardless of 
what has been ordered. 

Some hospital pharmacists refuse 
to usurp the functions of the phar- 
macy committee. This is wise, for 
the pharmacist who attempts to sup- 
plant the pharmacy committee may 
find himself in the invidious posi- 
tion of prescribing for patients even 
though he may not intend this. The 
wise pharmacist knows that pre- 
scribing by a pharmacist is unlaw- 
ful — only a licensed physican may 
prescribe. 

A competent. hospital administra- 
tion and board of trustees would 
never permit such a situation to de- 
velop and would always insist that 
the medical staff discharge its re- 
sponsibilities of seeing to it that a 
pharmacy committee performs its 
duty of supervising the formulary. 
But not all administrators and trus- 
tees are competent even though they 
are always responsible for what goes 
on in the hospital. 

In hospitals without formularies, 
the situation concerning prescrip- 
tions is almost chaotic. Most phy- 
sicians prescribe drugs by brand 
names, mainly because they do not 
know the generic name of a drug. 
Having no drug formulary to which 
he can refer quickly, a physician is 
loath to admit that he does not 
know the equivalent generic name 
and goes through the motions of 
insisting upon a particular brand. 
If the pharmacist offers him another 
brand of the same or a similar drug, 
he will usually accept the substitute 
and change his prescription accord- 
ingly. But even so, the integrity of 
the physician’s judgment has been 
preserved. He is still the person who 
has prescribed — the person who 
has made the decision. 








Stone 





A privileged communication. 


In smaller hospitals or in places 
where there are not many competi- 
tive brands the pharmacist can cope 
with the situation. But in large hos- 
pitals where there are a large num- 
ber of competing pharmaceutical 
brands, it is inevitable that the same 
drug will be prescribed under 
several brand names, all corre- 
sponding to the same generic name 
of drug. 


Large Hospital Problems 


In large hospitals where there is 
no up-to-date functioning hospital 
drug formulary backed by a phar- 
macy committee, the pharmacist is 
obliged either to maintain contin- 
uous telephone communication with 
members of the medical staff to pre- 
serve the integrity of medical judg- 
ment or to stock a large number of 
brands of the same generic drug to 
fill the numerous and diverse pre- 
scriptions that come to his depart- 
ment. Either alternative is expen- 
sive. The former involves frustra- 
tion and wasted time, the latter in- 
volves wasted storage space and ill- 
invested capital. 

What to do? 

In the former alternative where 
the pharmacist is unable to reach 
the prescribing doctor to discuss his 
prescription there is only one thing 
that the pharmacist can do — legal- 
ly, morally and ethically. He must 
give the patient what the doctor 
prescribed. 

If he is dealing with a. physician 
who is obviously only trying to beat 
the formulary system — he may 
delay the filling of the prescription 
until the doctor chooses to answer 
the telephone or may, if he can, or- 
der one or two doses of the drug 
from the corner drug store and play 
a game of attrition with the doctor, 
continuously delaying fulfillment of 
the prescription until the doctor 
concedes defeat or the patient leaves 
the hospital. The only loser in this 
game of status is the patient! 

Another way to enforce compli- 
ance with prescription of drugs in 
stock is to raise charges to the pa- 
tient for drugs not in stock. If the 
patient complains, this gives the 
hospital a chance to blame his doc- 
tor. But, again, the patient is the 
only loser. a 


Watch for Part II in the May issue 
of Hospital Management. 
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by Hobart D. Belknap, M.D., and George M. Brewer 


Director, Outpatient Clinics 
Louisville General Hospital 
Louisville, Kentucky 


An Observation Ward 


® TIME wAs when there was only 
one meaning of the term, “in hos- 
pital.” That was before ideas about 
degrees of intensity of hospital care 
and pre-, in- and _ post-hospital 
progressive phases of care changed 
the definition. In the pre-hospital 
phase, further significant change has 
come about in the emergency area. 

Most of us envision the emergency 
area as one designed for the care of 
traumatic emergencies, but this is no 
longer its sole purpose. Actually, in 
most city hospitals, it is now a dis- 
pensary, with facilities that also take 
care of trauma. The reasons for this 
metamorphosis are various and some 
are held in controversy. One could 
spend a great deal of time trying to 
rationalize this change but such ef- 
fort would be of little moment. The 
emergency room has changed. This 
is a fact and, for public relations 
reasons if for no other, hospitals 
should recognize and adjust to this 
fact. 

If it can be said that the whole 
hospital dwells in a glass house, then 
the emergency room, alive with sen- 
sational material, has long been its 
most dramatic display. But change 
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Director 
Louisville General Hospita! 
Louisville, Kentucky 


has brought about a different evalu- 
ation of the emergency room. When 
we consider the many types of pa- 
tients who now demand to be treated 
in this teeming showcase, we dis- 
cover new dimensions for an old 
conventional service, and new prob- 
lems for the emergency staff. 

Emergency room physicians are 
now confronted with great numbers 
of patients whose symptoms do not 
suggest emergent conditions to the 
doctor; however, according to the 
patients’ opinions, they do consti- 
tute emergencies. The doctors must 
now dispense palliatives, consult, 
and counsel in addition to their work 
of caring for real emergency pa- 
tients. This increased diversity of 
service has proliferated the emer- 
gency room physician’s work and 
made far more difficult his many 
and sometimes fateful decisions. 

A decision which the emergency 
room physican must often make is 
whether to admit or to release cer- 
tain patients. He must resolve this 
dilemma in haste and in an atmos- 
phere of tension which characterizes 
the emergency area. He can be 
greatly helped in this decision by 





a Place for Decision 


The establishment of an observation ward 
has saved staff time, 

has saved bed occupancy, 

has better served the patient, 


and has saved hospital funds. 


the establishment of an observation 
ward nearby. Such a ward has been 
activated in the Emergency De- 
partment of Louisville General 
Hospital. 

The number of beds in an obser- 
vation ward would seem to depend 
upon the yearly admission rate to 
the emergency room, but regardless 
of such statistics, every emergency 
service needs an observation ward 
or room of some type and size. At 
General, there are 80,000 emergency 
patients a year. To accommodate 
certain types of patients occurring in 
this volume, we equipped a 14-bed 
ward in the emergency department 
in 1959. Since the observation ward 
was opened, one patient in 27 among 
the daily average number of 219 
emergency patients has been sent to 
the observation ward. This equals 
eight patients each 24-hour period. 
The ward adjoins the emergency 
area proper, but has its own nurse 
station, utility room and sterilizing 
facilities. The nurse station is lo- 
cated between the two sides of the 
duplex ward. There are seven beds 
on each side for segregation by sex. 


HOSPITAL MANAGEMENT 





~ ee ee eee ee ee ee 


a ee ae a ee ee ae a er a ae ee a a ae 


Each bed has piped oxygen and 
draw curtains. 

The mission of the ward is to care 
for noncritical cases wherein 24 
hours of observation will be to the 
patient’s advantage, before admis- 
sion to the hospital or discharge to 
the patient’s own care or the care of 
others. These may include 

mild head injuries; 

alcoholics; 

diabetics in coma; 

asthmatics; 

any allergy reaction; 

epilepsy; 

possible heart attack; 

vaginal bleeding; 

asphyxiation; 

anemia needing a single blood 

transfusion before the patient 
can go home; 
laboratory procedures, such as 
BMR; 

or any other such procedures in 
which it would be to the pa- 
tient’s benefit to receive a night’s 
rest under observation priar to 
examination. 


Patients may be held in the ward 
until the patient’s private physician 
can be called, at which time the 
physician may make disposition of 
the case. Patients not in need of 
definitive medical care but who may 
need nursing home or domiciliary 
care may be held in the ward pend- 
ing transfer, but not to exceed 24 
hours. 

This is but a partial list. We wish 
to emphasize that the emergency 
area is not a place to care for critical 
cases, medical or surgical, unless 
there is full staff and equipment to 
perform all surgical and/or medical 
procedures that are necessary. This 
would include any procedures for 
which the regular hospital is 
equipped. Otherwise, the observa- 
tion ward will defeat its own pur- 
pose, which is to provide a place to 
care for questionable cases for hos- 
pital admittance, comprising those 
cases of a noncritical nature where 
24 hours, or less, of observation is 
needed for a rational and sound 
medical decision. 

When the observation ward is 
used correctly, it can accommodate 
what might otherwise be unneces- 
sary 

1. admissions to the hospital; 

2. work on an already overworked 
regular hospital staff; 

3. expense to the patient who does 
not need hospital care; 

4. occupancy of hospital beds thai 
could be used to a much bet- 
ter advantage by patients in 
need of definitive medical 
care; 
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5. performance of numerous lab- 
oratory tests that are neces- 
sary and routine for patients 
admitted to the hospital; 

6. admission records, hospital rec- 
ords, and general office ex- 
pense; 

7. delay in discharge of the reg- 
ular inpatient who does not 
need medical care in excess of 
24 hours. 


Annual Cost 


Five nurses’ and five attendants’ 
salaries are applicable to this area. 
The total costs both direct and indi- 
rect which would accrue to the op- 
eration of the observation ward at 
General Hospital are $31,266 per 
year. According to our first year of 
experience is the equivalent of eight 
patients per day for an average cost 
per patient day of $10.71. This com- 
pares with our outpatient visit cost 
of $4.09 and our regular inpatient 
per diem cost of $19.30. 


Operating Policy 


Our 14-bed observation ward is 
seldom more than 60 percent oc- 
cupied, but it would be crowded if 
we did not specify quite rigid op- 
erating procedure. We strongly sug- 
gest the following points of operat- 
ing policy: 

1. A 24-hour maximum occupancy 
of any bed. Otherwise the observa- 
tion ward may become a “dumping” 
ward for troublesome cases no one 
else wants to handle. 

2. In the large receiving hospital, 
the care of the observation ward 
patient must become the responsi- 
bility of the senior house officer 
who examines the patient in con- 
sultation with the emergency room 
house officer. This responsibility for 
patient care cannot be assumed by 
the emergency room house officer 
because of his other duties. This 
does not mean that the emergency 
room house officer will not assist in 
every way possible when his help 
is needed. 

This procedure must be widely 
understood among staff members to 
prevent “passing of the buck,” de- 
nial, or failure to assume responsi- 
bility for the patient’s care. 

3. In the smaller hospital, the 
physician on emergency call should 
assume responsibility for the care 
of the patient in the observation 
ward or room until or unless the 
patient’s personal choice of physi- 
cian is indicated. 

4. Orders for the patient’s care 
are the responsibility of the senior 


house officer of the service involved, 
or the physician on emergency call, 
as applicable. 

5. Only diagnostic procedures, 
such as EKG, x-ray, and laboratory 
examinations that may be deter- 
mined within the 24-hour period of 
the patient’s stay in the observation 
ward, should be ordered. 

6. The nursing care can be ade- 
quately administered by a small 
supplementary staff in the emer- 
gency room, provided the observa- 
tion ward is located adjacent to the 
emergency room. 

7. Police cases should be handled 
by the police, other than for medical 
care. The security of a police case is 
the responsibility of the police and 
not of the hospital. We believe this 
to be basic and entirely practicable 
if the policemen are informed cour- 
teously. 

The patient’s records are similar 
to those used for patients of the 
emergency room but not as volumi- 
nous as regular hospital records. 

Feeding of the patient is a small 
problem. All patients are in the ob- 
servation ward for such a short 
length of time, they will require 
little, if any, dietary care. 

Patient ambulation privileges are 
nil. They are not allowed to stroll or 
to leave the area before being re- 
leased. 

The interdepartment problems in 
the administration and the care of 
the patient while in the observation 
ward are practically nonexistent. 
The responsibility for the patient’s 
care is definitely placed, and such 
care is not the responsibility of the 
emergency room per se. 

Some of our observation ward 
cases are referred to private physi- 
cians for follow-up care. Others are 
referred to our own wards or clinics, 
in which case their care becomes 
the responsibility of the members of 
the hospital staff. 

The acceptance of the ward by the 
physicians, the nurses and the pa- 
tients has been most gratifying. We 
have saved the staff considerable 
time, and we are sure we have pre- 
vented many beds in the hospital 
from being occupied needlessly. We 
believe we have performed a definite 
service to the patient and, inasmuch 
as this is a public hospital, a service 
to the taxpayer. 

The observation ward has en- 
abled physicians to detect many 
elusive, latent or intermittent symp- 
toms of serious conditions. In some 
such instances, if the patients had 
been released directly after emer- 
gency treatment, unfortunate con- 
sequences might have resulted. # 
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Work Simplification Teams 


by Anne Ruth Silverman 
DO YOU KNOW— 


How much employee time can be 
saved? 
' Can food waste be reduced? 
Can you break up the bottle- 
necks? 


= a Group of eight employees were 
walking in the corridor of a hospital 
recently and stopped outside the 
medical clinic. They studied the 
room numbers on each door of the 
clinic. A nurse pointed to the dia- 
gram held in her hand: “These are 
hard numbers to find,” she said. 
“Anybody have any suggestions for 
improvement?” 

A doctor passing the group in the 
corridor stopped and asked: “You 
folks taking a tour of the clinic?” 

“No we're role playing,” the nurse 
answered. 

“Role playing?” 

“Yes, we’re one of the work sim- 
plification teams playing like we’re 
patients wandering around trying to 
find hard-to-locate clinics.” 

The doctor nodded. “I’m glad 
somebody’s working on that prob- 
lem. Have you come up with any 
solution?” 

“Well, we haven’t solved the whole 
problem yet,’ answered a secretary, 
“but one of the things we think 
would help is better signs.” 

“That sounds like a good idea,” 





The author of this article is indebted to 
Mr. Carl Heinze, Assistant Administrator, 
Hospital Administration, and to all team 
members of the University of Illinois, R & 
E Hospitals, for their excellent cooperation. 
Without their participation, this article 
could not have been written. 

The author is a member of work simplifi- 
cation team number two, R & E Hospitals, 
University of Illinois, Chicago, 
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the doctor said. “The new patients 
are almost always late in arriving. 
They say they’ve been lost in the 
hospital, trying to find the right 
number. I’m so glad you folks are 
trying to find some answers to that 
problem.” 

The group of “role playing” em- 
ployees is one of the five work sim- 
plification teams at the University 
of Illinois, Research & Educational 
Hospitals, (R & E Hospitals) in Chi- 
cago. The team’s current problem 
was helping patients and visitors 
find their way more easily around 
the hospital. Role playing and ob- 
serving the problem in its own 
working environment is one of the 
methods used by teams for problem 
solving. 

The problem of hard-to-find 
rooms has been helped considerably 
not only by having improved signs 
of direction, but by communication 
with a consultant from the Mer- 
chandise Mart in Chicago, as well as 
with a staff member of Medical II- 
lustration Studios at the University. 
As a result of the consultations, 
there are maps and colored lines 
placed in strategic places of the cor- 
ridors leading to specific areas to 
assist patients and visitors. As a re- 
sult of the improved method, valu- 
able personnel time is saved. 

It all began when Dr. Donald J. 
Caseley became medical director in 
July 1954. As a result of a newly 
built hospital addition, the R & E 
Hospitals had increased their total 
bed capacity from 325 to 625. With 
the additional “mushrooming” of 
other hospital buildings in the West 
Side Medical Center, known as the 
largest medical center in the world, 
came the additional problems of how 
to best organize the increased pro- 


fessional and non-professional staffs; 
how to improve hospital care for an 
increased number of patients with- 
out a high increase of cost to the pa- 
tients; and how to make the most 
effective use of existing buildings 
and equipment. 

One of the most effective means of 
accomplishing these goals has been 
through work simplification classes 
followed by team participation. The 
program at R & E Hospitals de- 
veloped through the cooperation of 
The Society for Advancement of 
Management, the Chicago Hospital 
Council, and the Factory Manage- 
ment Division of Sears, Roebuck 
and Company, who chose five hos- 
pitals as a pilot group for testing 
the value of industrial assistance. 

Dr. Caseley, who had always been 
an enthusiastic supporter of “work 
smarter — not harder,” as a very 
broad philosophy of administration, 
appointed Mr. Carl Heinze, assistant 
hospital administrator, in March 
1956, as coordinator. Dr. Caseley 
then requested the assistance of the 
Sears organization. Asa public serv- 
ice to the University, shortly after- 
ward, Messrs. William Test and 
Floyd Simerson came to assist with 
the first classes. 


Work Simplification Classes Begin 


Twelve sessions, covering the prin- 
ciples for improvement as they ap- 
ply in industry, were offered at first 
to executive and supervisory per- 
sonnel. The classes began with three 
groups of 16 members each and 
represented almost every depart- 
ment ‘of the University. 

A grant provided by the Illini 
Foundation and later the Sears 
Foundation provided the funds for 
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producing three films* at the Uni- 
versity, which demonstrate how the 
methods are used for solving prob- 
lems at R & E. 


Team Activity Begins 


R & E Hospitals are among the 
many in the United States now 
practicing the method of imple- 
menting employees’ proposals for 
improving patient care. Many ar- 
ticles have appeared within the last 
five years, outlining the recognized 
value of classes and training in the 
program. Mr. Allan H. Mogensen, 
Dr. Lillian Gilbreth, and other lead- 
ers of scientific management have 
recognized, however, that recom- 
mended methods of work simplifica- 
tion need to be implemented by a 
continuous development of accept- 
ance of the improved methods. 

To assure further implementation 
of the principles, therefore, the ad- 
ministrators assigned “graduates” to 
study teams. In addition to nurses 
and therapists, the teams were com- 
posed of secretaries, clerks, labora- 
tory assistants and others. Each 
member had an equal voice in de- 
cision making and active participa- 
tion was emphasized. The five steps 
followed for problem solving are: 

1. Pick a job to study. 

2. Get the facts—chart it. 

3. Challenge every detail. 

4. Improve the necessary details. 
Develop a better method. 

5. Apply the new method. 

The teams usually begin their first 
meeting with three work problems 
brought by each member to be dis- 
cussed by the entire team. The ma- 
jority decide which project de- 
serves immediate attention, and the 
remaining become a backlog for 
consideration at a later date. 

At the present time there are 
eight members to each team. Some 
meet weekly; others meet every 
other week. Meetings are held 
during the hours of 8:30 am. 
to 5:00 p.m. The departments of 
hospital administration, animal hos- 
pital, occupational therapy, physi- 
cal therapy, physical plant, house- 
keeping, dietetics and others are 
represented. The nursing depart- 
ment has representation not only 
from hospital wards, but also from 
the clinics, training division, staff 
development and wherever nurses 
are employed. 





*The films available through the library 
of the American Hospital Association are, 
Rx — A Prescription for Better Hospital 
Procedures; Flow Process Chart — How to 
Make a Flow Process Chart; Questioning 
Attitude as Applied to Hospital Activities. 
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Each team has a leader known 
as the recorder, chosen because of 
demonstrated leadership qualities. 
As soon as a new team is formed, 
the administrators assign a record- 
er. Recorders are then rotated 
periodically. The team leaders are 
the “governing board” of the pro- 
gram, and they meet once a month 
with the administrators at luncheon 
and discuss their activities. Record- 
ers make notes on points of dis- 
cussion at meetings, keep absent 
members informed of progress and 
also remind members of meeting 
dates. 

The coordinator of the program 
(Mr. Heinze), as a representative of 
administration, is always interested 
in knowing employees’ attitudes. 
The teams have a chance to discuss 
their own points of view and the 
coordinator can discuss the point 
of view of the administrators. This 
encourages good communication for 
everyone. 

The coordinator meets with each 
team whenever possible and an- 
swers administrative questions. Al- 
though always an interested ob- 
server, the coordinator does not 
dictate the choice of a problem. He 
makes suggestions where indicated, 
and often gives accessory informa- 
tion concerning hospital personnel 
who may be consultants as well as 
suggestions on qualified consultants 
outside the hospital. He also keeps 
the team members informed of 
projects which are being considered 
by committees within the medical 
staff and other groups. 


Advantages of a Multi-Disciplinary 
Team 


One of the greatest advantages of 
a multi-disciplinary team is that 
often a member who is not involved 
in a working way with a problem 
is the objective one. This develops 
the “questioning attitude” which is 
so necessary for progress. Often the 


objective member does not fully un- 
derstand the problem and_ asks 
“why?” 

A clinic nurse discussed several 
visits to other clinics of the hos- 
pital and the number of elevator 
trips taken by the child and his 
parents before he was finally hos- 
pitalized. After she had finished, 
a clerical member of the team 
asked: “Why is it necessary for the 
child to visit so many clinics on 
admission day? Why does he have 
to be examined by so many different 
doctors in so many different places? 
Could the child be examined by 
only one doctor before he is ad- 
mitted to the ward?” 

This type of questioning caused 
the nurse presenting the problem 
to examine it further to see if there 
were simpler ways of admission. 

One of the largest departments 
concerned with admission is gen- 
eral surgery. Before team partici- 
pation began, several staff doctors 
were concerned with admitting sur- 
gery clinic patients to the wards. 
The various specialists had divided 
admission responsibilities for their 
own services. There was no uni- 
form procedure for admissions. 
There was no master file containing 
complete information on each pa- 
tient. Instead there were miscel- 
laneous waiting lists in several 
books, file cards, as well as scratch 
pads. Because of the lack of uni- 
formity, there was also a great deal 
of confusion and delay. Inefficient 
methods resulted in a great waste 
of time for clinic personnel. 

The hospital admissions letter 
which was sent when a definite date 
was assigned, contained duplicate 
blood donor information, which had 
been given to the patients not only 
verbally but also in written form 
when they appeared in the clinic. 

As a result of team participation, 
through the simplified method, one 
doctor is assigned periodically to 
admissions in general surgery, re- 
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gardless of the specialty involved. 
He alone has the full responsibility 
of admissions. All miscellaneous 
waiting lists are eliminated with the 
exception of a master file which is 
divided according to specialties. 
When a patient appears in the sur- 
gery clinic and is first assigned to 
the waiting list, the doctor makes 
out a hospital admissions form in 
triplicate. Another employee veri- 
fies the pertinent chart information 
with the patient and the patient is 
given the blood donor information. 
Unless it is an emergency admis- 
sion, the hospital admissions form 
is filed in the master file according 
to the specialty. 

At a later time, when the doctor 
in charge of admissions decides up- 
on a definite hospital admissions 
date, he fills in the exact date on 
the form and it is placed in a special 
incoming file, awaiting the nurse’s 
attention. The nurse notes the ad- 
mission date and completes a form 
letter which tells the patient when 
he is scheduled to come for surgery. 
After the letter has been completed, 
the nurse sends one copy of the 
form to hospital admissions; one 
copy is filed in a “patients notified” 
file; and the original copy is mailed 
to the patient. 

Each patient has an addresso- 
graph plate containing his full name 
and chart number stamped on the 
form, and this eliminates improper 
reading of names and numbers. If 
notification letters are not urgent, 
the nurse can delegate the respon- 
sibility to a clerk-typist. 

The new method saves an em- 
ployee 34 minutes each time the pro- 
cedure is done. A study by a team 
member shows that 356-1/3 man 
hours per year have also been 
saved. No additional equipment had 
to be purchased and the total addi- 
tional investment of funds was zero. 

Another objective question was 
raised during a meeting when a 
member of the patients accounts 
office presented the problem of a 
bottleneck at the cashier’s window, 
as patients who are sponsored by 
social agencies waited for service. 
These patients presented charge 
slips at the window for medicine 
or x-rays to be billed to the spon- 
soring agency. The cashier verified 
the social information, prepared the 
billing record, and stamped ap- 
proval on the prescription, while 
other patients waited during the 
transaction. 

After the problem was presented 
to the group, a member who was 
employed in another department, 
significantly asked: “Why does the 
agency information have to be veri- 
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fied by the hospital cashier? Can 
it be done elsewhere?” 

The University of Illinois Clinics 
changed and augmented the charg- 
ing procedure in January, 1960, and 
as a result the hospital cashier’s 
work has been substantially in- 
creased. The method for verification 
of the social agency information 
has also been changed. 


Keener Awareness 


Since the new program began, 
many team members report a keen- 
er awareness of problems involved 
in other departments as a result of 
meeting consultants from other 
areas. A nurse who has worked in 
the hospitals for 15 years revealed 
that before work simplification be- 
gan, she had never visited the hos- 
pital admissions department. 

A laboratory technician reported 
that until her group took a trip to 
the information desk, she had no 
idea of the variety of questions 
which are presented to the clerks 
each day by patients and visitors. 

One of the results of “there’s al- 
ways an easier way” approach to 
problems at R & E is that each de- 
partmental secretary is asked to 
submit a weekly list of meetings to 
the information desk as well as a 
list of personnel changes. 

Another method which evolved 
through “role playing” is an easier 
way for patients to obtain refunds 
for their clinic deposits. Previously, 
after a patient had paid a clinic fee 
and for some reason wished to ob- 
tain a refund when services were 
not rendered, it was necessary for 
him to appear in four separate 
offices before he could obtain his 
deposit. 

In the improved method, the pa- 
tient now requests a refund from 
the clinic where he paid his fee; 
the clerk fills out and initials a re- 
fund form; and the patient is di- 
rected to the cashier for a refund 
of the stated amount. Each patient 
is saved about 1,000 feet of walking, 


and 35 minutes each time the re- 
fund procedure takes place. 
The principle of “consult all con- 


Food Service 


cerned” applies to the patients as 
well as the staff. A dietitian on the 
orthopedic ward was concerned be- 
cause patients on her service had 
no choice in the food they were 
served and the waste from the trays 
was often excessive. A weight study 
of discarded food was made for a 
one-week period, indicating that 
about 350 pounds of edible food was 
discarded by diners during the 
week. 

It was decided that a _ portion 
preference service be inaugurated. 
A weight study during the first 
week of this program indicated that 
only 180 pounds of food was dis- 
carded. Rechecks since then have 
indicated correlated saving in food. 
The results are: 

1. Food waste was reduced by 50 
percent. 

2. The patients were pleased to 
be given a choice. 

3. The expression of preference 
by a patient gave the dietitian a 
chance to educate the patient con- 
cerning a well-balanced diet. 

4, The patient desiring extra por- 
tions can generally be accommo- 
dated. 

As a result of the new plan, on 
an annual basis, approximately four 
tons of food are eaten rather than 
discarded. 

Occasionally, it is necessary for 
the entire team not only to “role 
play” but to “roll up its sleeves” 
and actually do a job in order to 
observe first hand what the prob- 
lems are and how to solve them. 
One team was very concerned with 
the unkempt appearance of ward 
laboratories used by medical stu- 
dents, nurses, interns and residents. 
Most of the wards had no full-time 
technicians. The problem was fur- 


‘ther complicated by the makeshift 


labels on reagents, other drugs and 
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equipment, all stocked in the lab- 
oratories. Each laboratory differed; 
there were no standard instructions 
or directions posted. A graduate 
technician from hospital labora- 
tories who filled containers of re- 
agents had no written specific in- 
structions as to what was required 
of him as far as relabeling was con- 
cerned. Medical students assigned 
for service were inadequately or- 
iented as to the methods for re- 
ordering supplies as well as the use 
of the laboratories. The housekeep- 
ing standards and systems, as well 
as the responsibility for mainte- 
nance varied on each ward too. The 
lack of an orderly system took un- 
necessary time of all ward person- 
nel. 

After a thorough evaluation and 
clean-up job, accomplished by the 
team during their weekly meeting 
hours and lunch assignments, the 
group felt that the ideal was to as- 
sign a technician for each ward 
laboratory or service. Until the ideal 
could be achieved through suffi- 
cient appropriations of funds in the 
various budgets, however, the ward 
laboratories were standardized in 
the following ways: 

1. An inventory was to be posted 
in each laboratory, describing 
equipment and supplies and where 
they could be located. Each cabinet 
drawer was to be labeled accord- 
ingly. 

2. All bottles were to be relabeled 
uniformly. 

3. All make-shift aides were to 
be eliminated. 

4. Old paper cartons containing 
supplies or equipment were replaced 
with metal containers. 

5. Supplies and reagent order 
lists were to be posted routinely 
and replacements were to be or- 
dered by the ward clerk. 

6. A mimeographed list relating 
to the procedures for which the 
laboratories are used was obtained 
from the doctor in charge of all 
hospital laboratories and this was 
also posted. 

7. All medical students were to 
be acquainted with the operation of 
the laboratories during their orien- 
‘ation period. 

8. An agreement was to be 
‘eached on each ward as to the ex- 
‘ent of housekeeping standards 
which could be expected in each 
laboratory. 


Procedure After Proposed Plan Has 
Been Charted 


After a proposed flow chart of 
the improvement has been worked 


APRIL, 1961 


out by the team, various plans are 
used: 

In some instances, a team mem- 
ber of the department involved in 
the improvement presents the pro- 
posed plan directly to the depart- 
ment head. 

In other instances, a consultant 
supervisor from another depart- 
ment, which is not represented on 
the team, is invited to attend the 
group meeting and the plan is pre- 
sented to him for consideration. 

Some problems have very broad 
implications and need a great deal 
of discussion before they can be 
recommended for implementation. 
Others are minor problems, and a 
written letter of explanation by the 
Department of Hospital Administra- 
tion is helpful. 

The same active participation for 
all, which is typical of meetings, is 
followed. It is not necessary for a 
special committee to rubber stamp 
a proposal for approval. The par- 
ticular department, or departments, 
for whom the new plan is suggested, 
may use discretion in adopting the 
plan. It is hoped that all depart- 
ments will cooperate, and the mem- 
bers of hospital administration en- 
courage adoption of constructive 
suggestions; but no one is pen- 
alized if the departments do not 
choose to accept them. 


Informal Problem Solving 


Not all problems need to be out- 
lined in a chart. Some are solved 
informally. A _ secretarial member 
of social service and an informa- 
tion desk clerk talked informally 
one day. The secretary said she was 
displeased with the late delivery of 
mail by hospital carriers to her of- 
fice. The information clerk listened 
sympathetically and said she was 
quite sure she could help, for she 
had a vacant mailbox in her office, 
and would be glad to assign it to 








social service. Since the mail car- 
riers make one of their earliest de- 
liveries at the information desk be- 
fore other hospital offices are open, 
the secretary now collects her mail 
from the assigned box as soon as 
she arrives in the morning. This 
is an example of the many prob- 
lems which have been solved in- 
formally because the two protago- 
nists happened to be together at a 
convenient time. 


Team Members Enthusiastic 


Many people report extending the 
scope of their contacts and making 
new friends within the hospital 
since the program began. 

A secretary said that in the pre- 
vious organization that she had 
worked, when she asked why a cer- 
tain procedure was followed, her 
supervisor said the executive com- 
mittee had decided that was the best 
way to do it and it was not for her 
to question their decision. Now the 
secretary felt she was a member of 
a group which worked on common 
problems and that she was con- 
sulted on the decision. It con- 
tributed to her feelings of being an 
important part of an organization. 

A supervising nurse reported that 
at times she came to a meeting feel- 
ing quite upset over a frustrating 
situation in her department. At 
times like these she felt encouraged 
not only by the sincere interest the 
team members showed, but by the 
coordinator’s attitude as well. What 
seemed insurmountable when she 
arrived sometimes seemed to be no 
problem at all when the meeting 
was over. 

One man reported that for the 
first time in his ten years of busi- 
ness experience, he felt useful for 
he found a group who considered 
what he said was worth listening to. 


Voluntary Team Participation is 
Encouraged 


It is the hope of the administra- 
tors that all those who enroll in the 
classes will also join the teams. 
Everyone is encouraged to do so, 
but no pressure is used on anyone 
to join or to remain on the teams. 
The administrators feel they have 
an obligation .of interesting people 
in the program because of their own 
belief in it, but there are some peo- 
ple who drop out because they are 
“too busy.” Others drop out because 
they fail to see the significance of 
the principles of the program as 
related to their own departments. 
Some, feeling they are dealing 
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“strictly with people” mistakenly 
believe that the work simplification 
program applies only to “things.” 
Others drop out of the program at 
one time, and ask if they may re- 
join later. No penalties are placed 
upon anyone who leaves and later 
wishes to return. If he wishes, he 
is encouraged to join his own or 
another team, whenever a vacancy 
exists. 

At the present time, several teams 
are working on various types of 
communications through the R & E 
hospitals. They are concerned with 


telephone calls, written memoranda, 
personal communications and how 
to improve them. 

The administrators hope even- 
tually to have intra-departmental 
activities arranged so the philosophy 
and techniques can be utilized in 
their everyday operations and not 
confined solely to team meetings. 
The major emphasis on inter-de- 
partmental teams is to be used for 
specific problems of greater magni- 
tude when problems affecting sev- 
eral departments are involved. 

It is also planned to offer ad- 
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Ree. the possibility of Cardiac Arrest, whether on 

the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 
treatment in cases of Cardiac Arrest. 





*Developed in conjunction with Paul M. Zoll, M.D. 
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P ker and Defibrillator 
Model No. 43 
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Cardiac Alarm (Monitor) 
Model No. 54 — A visual 
and audible monitor which 
sounds alarm at onset of 
Cardiac Arrest. 
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ELECTRODYNE CO., INC. 60 ENDICOTT STREET, NORWOOD, MASSACHUSETTS 


For more information, use yellow postcard inside back cover. 








vanced instruction in other tools 
and techniques for those ‘interested. 
For instance, a group from the 
clerical specialties will be offered a 
course in paper work simplification. 
Advanced training courses for those 
who desire it, such as right and left 
hand chart, as well as multiple ac- 
tivity charts, will also be available. 

After three years of work simpli- 
fication at the R &E Hospitals, the 
administrators and team _ partici- 
pants feel they have made progress 
in improved understanding of hos- 
pital problems but know they have 
more to learn. 

One of the long range goals is 
to equip every supervisor as a co- 
ordinator in his own area so that 
each person on the staff—the laun- 
dry sorter, the aide, the orderly, the 
typist, every employee—may have 
an equal voice in decisions which 
affect everyone. 

As a further encouragement for 
all employees who make sugges- 
tions for improvement at the Uni- 
versity of Illinois hospitals, proper 
publicity for the one who makes 
the suggestion is made available for 
all to read in an Illinois publica- 
tion, distributed to all employees. 
In addition, the personnel depart- 
ment makes a note of the sub- 
mitted idea within the employees’ 
records. 

Another future plan is to seek 
the consultantship of students who 
are working toward industrial en- 
gineering degrees in colleges in the 
Chicago area, and who wish to re- 
ceive laboratory experience by 
working in hospitals. 

The medical director and his 
staff, as well as team participants, 
plan to continue their open-minded 
attitude toward creative ideas. They 
consider work simplification not 
only a broad philosophy of admin- 
istration but a way of encouraging 
each person to feel the dignity of 
his work and of developing his 
highest capacities. 2 


Nutrition and Food Service 
in Nursing Homes and 
Homes for the Aged 


Order from Superintendent of Documents, 
U.S. Government Printing Office, Wash- 
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® AN ANNOTATED BIBLIOGRAPHY pre- 
pared for nutritionists, dietitians, 
nurses, and other personnel work- 
ing toward improving food service 
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a.c.N.a. ACTIVITIES 


The American College of 
Hospital Administrator’s 
educational program is 

: now in full swing with a 
Preceptors Conference in New York 
this month (April) and three meet- 
ings scheduled for May. 

The Ninth Eastern Preceptors 
Conference will be held April 13- 
14th at the Belmont Plaza Hotel in 
New York City. The three-day 
meeting will emphasis techniques of 
teaching and will feature a faculty 
of experienced preceptors, course 
directors, educators and hospital ad- 
ministrators. There is no registration 
fee for preceptors conferences. 

The three May meetings will also 
include a Preceptors Conference— 
the Ninth Midwestern—and a basic 
and an advanced institute. 

The Ninth Midwestern Preceptors 
Conference will be held at the Chase 
Park Plaza Hotel in St. Louis be- 
tween May 18-19th. 

Toronto is the site of the Second 
Canadian Advanced Institute that 
will be held at the Royal York Ho- 
tel between May 1-5th. Tuition for 
this four and one-half day institute 
is $35 for members of the College; 
$60 for non-affiliates. 

The second College-sponsored in- 
stitute will be the Second South- 
eastern Basic; it will be held at the 
Heart of Atlanta Motel in Georgia 
between May 15-19th. 

Tuition to this institute is $35 for 
the membership, $50 for non-affili- 
ates. 


To register for these institutes or 
for more information about them, 
contact the College directly. 


Once again, the College 

will present its annual 

Administrators’ Lunch- 

eon at the time of the 
Tri-State Hospital Assembly early 
in May. 

At noon on Monday, May Ist, the 
College’s luncheon will present a 
distinguished speaker from the 
fields of education or management. 

All College members and non- 
affiliates who wish may attend this 
luncheon, to be held in the Red 
Lacquer Room at the Palmer House. 


This year’s Convocation 

Ceremony will be held in 

Convention Hall at At- 

lantic City on Sunday 
afternoon, September 24th, the Col- 
lege has announced. 

The annual banquet will follow 
the ceremony by a few hours and is 
tentatively scheduled for the Tray- 
more Hotel. 
gim Requests for an 

%\ data for inclusion in the 
At D College’s 1962 Directory 

y were sent out this month 
to new affiliates of the professional 
society as well as to the member- 
ship wishing to bring their listings 
up-to-date. 

The College has set January 1, 
1962, as the target date for the com- 
pletion of this second Directory. = 


prin ener T. MacEachern ent Lecture 
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Photographed at the lecture, which was presented at the Preceptors 
Luncheon held during the fourth annual Congress on Administration were, 
left to right: Kenath Hartmann, president-elect of the Northwestern 
University alumni and superintendent of the Chicago Wesley Memorial 
Hospital; William R. Williams, president of the NU alumni, and admin- 
istrator of Cook County TB Sanitarium District, Hinsdale; 


Mrs. John Soans, daughter of “Dr. Mac’; 


; Dr. Cyril O. Houle, of the 


University of Chicago, who gave the first lecture; and Dean Conley, 
executive director of the College. The lecture is being underwritten 
by the NU alumni of the graduate course in hospital administration 


as a tribute to Doctor MacEachern. 


For more information, use yellow postcard inside back cover. 
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CUT LAUNDRY COSTS 
BY OVER 307 
moe DULCOLAX 


brand of bisacodyl 


the laxative 
that replaces 
the enema effectively 


discontinuing enemas means reduced laundry costs 

A Dulcolax suppository induces a bowel evacuation within an hour, usually in about 30 minutes. It 
has proved to be at least as effective, and often more effective, in emptying the bowel than ordinary 
cleansing enemas. And as action is gentle without purgation, soiling of linen is avoided. 


discontinuing enemas saves personnel time ...saves cost of cleaning e ipment 
Dulcolax eliminates the most unpleasant duty that nurses and ward personnel have—the routine 


administration of enemas. Furthermore, ward duties relative to bowel care can be Sie by 9:00 
or 10:00 A.M., freeing personnel for other work. And, of course, there’s no enema equipment to clean. 


Dulcolax may also be used to advantage pre- and postoperatively and in preparation for X- bind or 
proctosigmoidoscopy. 


Dulcolax®, brand of bisacodyl, is available as: Suppositories, 10 mg., in boxes of 6 and 48 and hospital 
packages of 500. 
Also available as: Tablets, 5 mg., in bottles of 1000 and hospital packages of 2500 and 5000. 


Under license from C. H. Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


Geigy 
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= THE EFFICIENT EXECUTION and 
complete utilization of labor per- 
formance is the emphatic objective 
of all food service procedures. 

The three-letter word “pre” iden- 
tifying such verbs as pre-trained, 
pre-packaged, pre-portioned, pre- 
assembled, are the variables which 
assist in the conservation of person- 
nel, enabling these individuals to 
work not “harder” but “smarter.” 


Pre-Trained 


An inservice training program 
with intensive, constant and per- 
severing on-the-job supervision is 
the mother of all efficient food serv- 
ice operations. Leave nothing to the 
imagination. Teach the employee the 
proper use and method that is to 
be used for all procedures—food 
items and equipment. 


Pre-Packaged 


A prepackaged (1) knife, (2) 
fork, (3) soup spoon, (4) teaspoon, 
(5) salt, (6) pepper (7) sugar and 
(8) napkin unit decreases eight 
operations to one operation at tray 
service. 

No extra personnel is needed to 


food & dleTtETICS 


Sister M. Brigid, C.S.A. 


How to Increase Efficiency 


A few tips on how to work ‘‘smarter’’ not ‘‘harder’’ 


in utilizing production time of employees 


accomplish this procedure, only the 
time of greater activity is altered. 
The “packaging procedure” is done 
before tray service begins and one 
motion only is needed at tray set- 
up. 

1. Pre-pack silver sets at least 
two meals in advance. It is advisable 
to circulate greater quantities of 
silver to accomplish this. 


2. For therapeutic trays omit salt, 
pepper and sugar. For these trays 
the silver and napkin are sufficient. 
Saccharine, salt substitute, et cetera, 
may be added to the tray as it is 
set-up. 


Pre-Portioned 


1. Bread bagging (thermal seal 


What’s New and How to Use It 


Use these new chicken products to save time on food production and to save labor costs 





Product: 


Uses: 


Sizes: 


Cooking Instructions: 





Precooked, breaded chicken fillets, round. 
Natural pieces of light and dark meat, not 
chopped or ground 


Precooked, breaded chicken fillets, ob- 
long. Natural pieces of light and dark 
meat, not chopped or ground 


Fully cooked, ready-to-serve boned chick- 
en roll 


Precooked, breaded, preportioned chicken 


Half breasts, scapula bone and spinal ribs 
removed 


Gourmet breasts, cut from young espe- 
cially grown broiler-fryers, rib and keel 
bones removed 


Airline breasts, boned half breast with 
first wing joint attached 


Drumsticks 


Good portion for children 


For entrees 


entrees 2!/2 ounces 


30 per box 


sandwiches, 


4 ounces 


Hot and cold sandwiches, 
salads, cold plates, creamed 


dishes 
Entrees 


Entrees 


Entrees. Especially easy to 
eat since they are complete- 
ly boned 


Designed for small casse- 
roles. Easy to eat, only first 
wing joint remains 


Especially good for children 
and some adults who have 
difficulties manipulating 
knives and forks 


4 pounds, standard !/s- 


inch cut yields 70 slices 


per roll 


12, 13, 14-ounce portions 


. 2\/2 to 3 ounces 


3 to 3!/2 ounces 
3'/2 to 4 ounces 
4 to 4!/2 ounces 


6, 7, 8 or 9 ounces, 
| breast per carton, 
16 cartons per case 


3 to 4 ounces 

4 to 4!/2 ounces 
4\/2 to 5 ounces 
5/4 to 6!/44 ounces 


134 oz. each 
88 per 10 Ib. carton 
2'/4 oz. each 
72 per 10 Ib. carton 
23% oz. each, 
56 per 10 Ib. carton 
3% 02. each, 
48 per 10 Ib. carton 


Place frozen into 350° deep fat, fry 3 to 
4 mintues. Drain on wire rack | to 2 
minutes. 


Place frozen into 350° deep fat, fry 3 
to 4 minutes. Drain on wire rack | to 2 
minutes. 


Use "as is'’ on cold sandwiches or with 


gravy for hot sandwiches. Cube for 
salads, creamed chicken, casseroles. 


Fry 5 to 6 minutes 


Bake, braise, broil 


Bake, braise, broil 


Braise, bake 


Fry, braise, bake 
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TERILIZE 





with Amsco’s 





sombination Gas-Steam Sterilizer _, 








This 16” x 16” x30” 

¢ “Cryotherm’”’ Cold 

i Sterilizer is ideal for 

: sterilizing instruments and 





i 
} ae pre-packaged surgical and 
i Tos . laboratory supplies. 

: Easy-to-use, disposable 
aerosol containers of 
“Cryoxcide” gas make its 

——— use efficient and economical. 
Write for SC-310. 





AMERICAN 
ISTERILIZER 


ERIE*sPENNSYLVANIA 























the bags) places work load at times 
other than tray assembly. 

2. Pre-portioned jellies, sauces 
and syrups are labor-saving devices 
occupying the time of day when the 
dietary employee is not at a peak. 


Pre-assembled 


1. Pre-assemble cold food on trays 
early and refrigerate the carts. 

This lends to more efficient serv- 
ice and insures that the routine tray 


service will continue when emer- 
gencies arise at the time of tray 
service, because the greater work of 
assembly has been completed. 


Useful Production 


This is the key-note in the utili- 
zation of time and employees. Mere 
“busy work” frequently helps al- 
ready clean areas to be cleaned 
repetitiously and promotes idleness 
and a high budget dietary salary. = 








MISS PHOEBE 








“Can it truly be that the wondrous chair of Everest & Jennings 
weighs less than the magic rope of hemp?” 


NO. 40 IN A SERIES 








Everest & Jennings chairs are light- 





weight — yet no wheel chair is stronger : 
or has better balance. Longer life and maintenance- 


Everest & Jennings 
self-propelled stretcher for 
patients who must remain 
in a prone position 


ee ee 









free operation make Everest & Jennings chairs 
light on hospital budgets, too—in the 


long run, they cost you less. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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Luncheons in a Hurry 
For the hospital catering service 
Cold Sandwich Plate 


Ham and turkey (combined) 
three halves per plate 

Potato chips, pretzels 

Tomato wedge, olives and pickles 

Fruit salad 

Apple pie 


Chicken a la King 


Serve in noodle nest 
or on toast tips 

Toss salad 

Cake 


Open Sandwich 


Roast beef and gravy 
Tomato salad, French dressing 
Lemon pie 


Cold Sandwich Plate 


Egg salad, tuna salad, cheese 
Potato chips, pretzels 
Tomato wedge, olives and pickles 


8 oz. Tenders on Toasted Bun 


Tomato slices (on plate) 

Potato salad (side dish) 
with pickles and olives 

Rolls and butter 

Apple pie 

Coffee, cream, tea 


Soup or Cocktails may be added 
to these luncheons as desired. & 


For Good Menu Planning 


= SIXTEEN new recipes using 
canned apple sauce, apple slices and 
apple juice are included in an illus- 
trated folder, designed for the con- 
venience of institutional food op- 
erators. Recipes are ready to mount 
on 5 x 8 cards. 

This 1961 collection of quantity 
recipes were developed and tested 
by top-name experts in the field of 
institutional food preparation. All 
dishes were passed by a- discrim- 
inating taste panel and served “on 
the line” in actual food preparation. 
Single copies available without 
charge to institutional food opera- 
tors from Processed Apples In- 
stitute, Inc., 30 East 40th Street, 
New York 16, New York. ® 
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Bananas—cream 2 


Hot or ready to eat cereal 
3-minute egg 
Raisin toast 


Cream of spinach soup 
Open salmon cheeseburger 
Potato chips 

Salad greens 

Spicy cherry cobbler 


e 
Roast fresh ham 


Candied yams 
Green beans 


monthly menus 


Orange tidbits 3 


Hot or ready to eat cereal 
Sausage squares 
Pecan coffee cake 


Minted roast leg of lamb 
Hash brown potatoes 
Brussels sprouts 

Lettuce wedge 
Washington pie 


Essence of tomato 
Veal Turnover with vegetables 


Prune juice 4 


Hot or ready to eat cereal 
Bacon curls 
Koiaci 


Veal birds 

Lattice potatoes 

Julienne carrots — turnips 
Lettuce wedge-herb dressing 
Chilled fruit cup 


Swiss potato soup 

Chicken liver — mushroom 
omelet 

Crumpets 


April 1961 


Prunigot 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Smothered chicken 

Mashed potatoes 

Frozen asparagus tips 

Radish roses—olives 

Tutti fruit ice cream sundae 


Noodle soup 
Canadian bacon 
Lima bean casserole 





Raw-cranberry salad Cherry-waldorf salad Brazilian salad Corn relish 

Orange-date ambrosio Snow mounds-fruit sauce Blueberry cobbler Apple pinwheel — lemon sauce 
5 Grape juice 6 Grapefruit Segments 7 Rhubarb sauce 8 Orange juice 

Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 

Poached egg Shirred egg Poached egg Crisp bacon 

Toast Toast Toast Hot biscuits-jelly 

® ° e 8 
Chicken pot pie 

Swiss steak Steamed rice with apricots Baked haddock fillets in Heche pAb 

Stuffed baked potato Broccoli er pert ened Sie 

Wax beans Beet-egg salad Crumb potatoes 


Carrot, egg and celery salad 
Hot fruit compote 


Strained soup 
Veal loaf 


Spice cake a la mode 
e 


Scotch broth 
Cold roast pork 
Baked potato 
A-B-C salad 


Carrots 
Arabian peach salad 
Coconut nut brownies 


Potato chowder 
Tuna chop suey 


Polka dot salad 
Chocolate eclair 


Mulligatawny soup 
Spaghetti italienne 
with tiny meat balls 





Escalloped potatoes Hot rolls-jam Combination vegetable salad Carrot-celery slaw 
Gelatin cubes-custard sauce Baked apple Pineapple tidbits Gelatine cubes-custard sauce 
9 Sliced orange 10 Grape nectar ] 1 Apple sauce 12 Apple sauce 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Baked egg Crisp Bacon Shirred egg Scrambled egg 
Toast Toast Toast Toast 
Veal fricassee - Meat loaf-mushroom- 
Noodles ert = Liver bernaise celery sauce j 
Brussels sprouts posuae e “ Stuffed baked potato Parsley new potatoes “ 
Endive-tomato salad Caries — Green beans, gascon Turnip greens q 
Four fruit pudding Melon heart salad 


Vegetable soup 
Bacon curls 
Blackeyed peas 


Lemon milk sherbert 
e 


Oxtail scup 
Corned beef hash 


Prune whip—custard sauce 
e 


Consomme 


Golden glow salad \ ¥ 
Peach meringue \ 


Vegetable Soup 
Steak and kidney pie 








Spinach mounds Hot potato salad Chicken a la king on rusk Succotash 
Cornbread squares Krisped relishes-pickles Spring garden salad Lettuce toss 
Apple sauce Refrigerator cheese cake Strawberry shortcake Marble cake 
13 Tangerine juice 1 4 Kadota figs 1 5 Sliced bananas-cream 1 » Bananas-cream 
Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal Hot or ready to eat cereal 
Omelet Baked egg Scrambled egg Sausage pattie 
Toast Toast Toast Swedish rolls 
e cy e bs 
Consomme 


Veal steak, parmesan 
Paprika potatoes 
Julienne beets 

Peach bloom salad 
Devils food layer cake 


Spanish bean sou 

Cheese stuffed wieners in bun 
Hot slaw 

Tossed salad greens 

Fruit cocktail 
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Planked salmon 
Escalloped potatoes 
French green beans 
Wilted spinach salad 
Jelly roll 


Split pea soup 

Deviled Crab 

Lyonnaise potatoes 
Marinated cucumber salad 
Lemon blanc mange 


Salisbury steak 

Maitre d‘hotel potatoes 
Cauliflower au gratin 
Orange-date salad 

Bread pudding-nutmeg sauce 


Alphabet soup 

Pork chop-spanish style 
Pittsburgh potatoes 
Cinnamen apple ring salad 
Pecan pie 


Broiled Chicken 
Mashed sweet potatoes 
Creole celery 

Olives - carrot curls 
Cherry ice cream pie 


Tamato soup 
Cold roast beef 
Potato salad 
Krispy relishes 
Peach meringue 
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Stewed peaches ] 8 
Hot or ready to eat cereal 
Scrambled eggs 


Toast 

wy 
Broiled lamb chops 
Brown rice 
Broccoli-Hollandaise sauce 
Spring salad 
Bing cherries 

o 


Dixie chowder 

Shrimp and mushroom croquettes 
Shoestring potatoes 

Lettuce wedge Lorenzo dressing 
Gelatine cubes 


Pineapple Juice 
Hot or ready to eat cereal 
Link sausage 
Coffee cake 
e 
Juiienne soup 
Braised sirloin tips - mushrooms 
Duchess potatoes 
Frozen peas 
Radish pickle relish 
Chocolate mint ice cream 
. 


Minestrone 
Tomato-cheese rarebit 
Fritoes 

Fruit salad 

Spanish cream 


19 


Grapefruit half 20 
Hot or ready to eat cereal 

Link sausage 

Graham _ 


Chilled fruit juice 

Broiled chicken—mushrooms 
Mashed potatoes 

Asparagus tips—vinaigrette sauce 
Perfection salad 

eee ice cream 


Mulligatawny soup 

Toasted ham and cheese sandwich 

Potato chips 

Fruit salad with dates and 
marshmallows 

Chocolate fudge pudding 





Grapefruit sections 
Hot or ready to eat cereal 
Bacon curls 
Danish coffee twist 
e 
Chicken-rice soup 
Roast Long Island duckling 
Glazed sweet potatoes 
Carrots—peas 
Pineapple-nut salad 
Crarberry ice cream sundae 
e 


Cream of asparagus soup 
Assorted luncheon meats 
Macaroni au gratin 
Krispy relishes 

Date delight 
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Tomato juice 22 
Hot or ready to eat cereal 

Baked egg 

Hot bun 


& 

Fillet of red snapper- 
tarter sauce 

Mashed potatoes 
Diced beets 
Shredded lettuce 
Pineapple delight 

e 


Mongole soup 

Tuna fish salad 
Baked potato 
Vegetable jackstraws 
Cherry cobbler 


Stewed apricots 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Lamb pattie 
Parsley potatoes 
Minted carrots 
Caulifioweret salad 
Maple nut tapioca 
€ 
Cream of pea soup 
Braised tongue-mustard sauce 
Curried potatoes 
Fresh rhubarb shortcake 


23 


Tomato juice 2 4 
Hot or ready to eat cereal 
Scrapple 
Pecan rolls 
@ 


Fruit cocktail 

Hawaiian baked ham 

Mashed potatoes 

Frozen asparagus tips 

Stuffed celery salad 

Toasted ice cream sandwich 
o 


French onion soup 

Hot turkey biscuit sandwich 
Calavo-grapefruit salad 
Graham cracker 


Grapefruit half 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Rolled shoulder of lamb 
Kidney beans 
Baked squash 
Normandy salad 
Royal anne cherries 

e 


Creole soup 

Hot roast beef sandwich 
Shoestring potatoes 
Vegetable ribbon mold 
Fruit dumpling 





25 


Kadota figs 26 
Hot or ready to eat cereal 
3-minute egg 
Raisin toast 
co 


Brunswick stew 
Broccoli 
Hominy gems 
Lettuce wedge-1000 Island 
dressing 
Cherry pie 
e 


Cream of chicken-tomato soup 
Barbecued pork sandwich 
Julienne vegetable salad 
Escalloped apples 


Orange juice 

Hot or-ready to eat cereal 
Omelet 

Toasted rw 


Roast leg of veal 
Franconia potatoes 
Cauliflower, polonaise 
Beet relish salad 
Pear au - 


Beef bouillon 

Meat loaf-mushroom gravy 

Green beans, tomato and 
celery salad 

Applesauce cookies 


27 


Fruit nectar 28 
Hot or ready to eat cereal 

3-minute egg 

Toast rolls 

Jelly 


2 
Roast prime ribs of beef au jus 
O’Brien potatoes 
Wax beans 
Fiesta salad 
Raspberry bavarian cream 
& 


Beef bouillon 
Ham—spaghetti roll 
Carrot-raisin salad 
Fruit jumbles 


Baked cherry rhubarb 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Fried scallops 

Delmonico potatoes 

Broiled tomato half 

Perfecticn salad 

Pineapple filled cookies 
e 


Vegetable soup 

Smoked salmon 

Potato croquettes 
Lettuce - russian dressing 
Iced apricot tart 








29 
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Blue plums 30 
Hot or ready to eat cereal 

Poached egg 

Toast 


Grilled ham steak 
cider sauce 
Whipped potatoes 
Brussels sprouts 
Emerald isle salad 
Pistachio ice cream 
e 


Vegetable chowder 
Corned beef pattie 
Frozen fruit salad 
Cloverleaf cookies 





Bananas-cream 

Hot or ready to eat cereal 
3-minute egg 

Toast 


Mock drum sticks 
Potatoes, brabant 
Fresh spinach 

Citrus fruit salad 
Iced — cookies 


Oxtail soup 

Swedish meat balls 
mushroom sauce 

Whipped potatoes 

Tomato-chickory salad 

Cornflake pudding 


Turkeys 


Cranberry Products 


Canned Freestone Peaches 
Peanuts and Peanut Products 
Milk and Dairy Products 


Canned Ripe Olives 


Cabbage 
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_NEW!)| [MPERIAL, csccs:o. 


DECORATOR-STYLED 


; the ultimate in 
SAN OE Ba 


receiver with 







FUNNEL-LIP rent ai heavy-angle 
PLASTIC | 
INNER PAIL x Perfectly balanced for 


; ; fi -tip c y 
Sani-Can is the sure recipe ep conan 


for keeping your premises 
neat and clean. New poly- 
ethylene plastic inner con- 
tainer cannot break, peel, 
crack, or discolor — washes. | ioe 
sparkling clean in seconds. _—. : i 
Funnel-lip prevents refuse @ ie Carries 600 lbs. easily, 


: ae ~~ silently on extra-heavy 
from dropping down be- wy ball bearing wheels. 
<— 








|, Satiny stainless steel, 
A reinforced at every point 
of stress. 





tween pail and outer shell. 
Available in a wide variety 
of beautiful enamel and 
metal finishes. 


BENNETT] 


Manufacturing Co., Inc. 
DEPT. 48 
ALDEN, N.Y. 





Four basic models: Shelf sizes of 18 x 27 in. and 21 x 33 
in. in both two and three-shelf models. Also available 
with National Sanitation Foundation approved construc- 
tion — sanitary soldering of all exposed seams, 


Call your dealer or write for catalog 


LAKESIDE Mc. Inc. ,37745.43. 























oca-Cola, too, has its place in a well 
balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
ms or play. It contributes to good health 
by providing a pleasurable moment’s 
pause from the pace of a busy day. 
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BEHIND THE MAN FROM DIAMOND CRYSTAL... 


We 


the Salt and Pepper Packet Experience of John Kanz! 


John Kanz, Diamond Crystal Institutional Sales 
Supervisor, is really at ‘home’ when calling on 
Institutions. Here he is demonstrating to a dieti- 
tian, Diamond Crystal’s exclusive “shaker action” 
packet which permits controlled application. 

Universally accepted, 67% of the U. S. Hos- 
pitals with 50 beds or more use Diamond Crystal 
Salt and Pepper Packets. They’re easy to use 
—easy to open. They save you time, money and 
labor by eliminating costly hours normally spent 
on cleaning and filling ordinary type shakers and 








there is no breakage. They’re sanitary and dis- 
posable. Each packet contains sufficient seasoning 
for a complete meal and the assurance of the 
purest products available. 

Also available: Diamond Crystal Salt and Sugar 

Substitutes in the same fluted design packet. 

Learn exactly how Diamond Crystal seasoning 
packets can benefit you. For FREE trial packages, 
call or write Diamond Crystal Salt Company, 
St. Clair, Michigan or the nearest Diamond 
Crystal sales office. 


Diamond Crystal Salt Company 


PLANTS: AKRON, OHIO: JEFFERSON ISLAND, LA.: ST. CLAIR, MICH. 








-_ ae ae ie See 


Poe To > EE ao on Tl ee ee ¢ , ee |, |) | ee. a a ae 


i 

[5 th Anniversary SSC —7967 SALES OFFICES: AKRON * ATLANTA * BOSTON * CHARLOTTE * CHICAGO t 
DETROIT © LOUISVILLE © MINNEAPOLIS * NEW ORLEANS ¢ NEW YORK Le 
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Dinners That Are 
Always Acceptable 


Beef Dinner 


Orange Juice, Lime Sherbet Float 
Roast Beef 
Corn Relish 
Saute Fresh Mushrooms 
French Fried Onions 
Baked Potato, Sour Cream 
Buttered Green Beans 
Tossed Salad with Roquefort Cheese 
Dressing 


Turkey Handbook 


Published by National Turkey Federation, 
Mount Morris, Illinois. 1960 75 pp. $1.00. 


® THE THIRD REVISION of this famous 
handbook has much new material in 
it including newer and more effi- 
cient methods of preparation and 
cooking of turkey, recipes and full- 
color illustrations. R 


The Executive Interview 


by Benjamin Balinsky and Ruth Burger. 
Harper & Brothers, New York. 1959 pp 209 
$4.00 


® STARTING with the basic art of 
communication, the authors of this 
book consider the interview as a 
whole from the preparation for to 
the summarization of the success or 
failure of the interview. Using short 
chapters and the language of the 
layman interviewer, the authors 
cover such topics as the establish- 
ment of the interview relationship; 
the art of asking questions; the 
methods of interviewing; reasons for 
interviewing, among them progress 
review, merit rating, constructive 
criticism and counseling; and the 
closing of the interview. In all these 
areas the authors provide the inter- 
viewer with a guide. They give the 
reader the basic principles of the 
art of interviewing rather than flat 
answers for varying types of inter- 
viewing sessions. They do provide a 
short check list by which the inter- 
viewer can rate his performance 
in both a successful and unsuccess- 
ful interview. For the reader’s con- 
venience the authors have provided 
an index and also a bibliography for 
further readings. 

All who are required to handle 
subordinates, and others, who are 
interested in the problems of com- 
munication between worker and 
supervisor, will find this book of 
interest to read and then of value 
to keep for an easy to handle frame 
of reference. M.U. 
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Relishes 
Tomato Slices 
Celery Sticks, Carrot Sticks 
Green Onions 
Olives, Pickles 
Rolls, Butter 
Nuts, Mints 
Apple Pie and Cheese, Beverage 


Chicken Dinner 


Fresh Fruit Cup 
Fried Chicken, Halved 
Dressing 


Cranberry Sauce 
Whipped Potatoes, Giblet Gravy 
Buttered Green Beans 


Tomato Salad, 1000 Island Dressing 


Relish Plate 
Radish Roses 
Celery Sticks 
Carrot Sticks 
Green Onions 
Olives, Pickles 

Rolls, Butter 

Lemon Pie, Beverage 
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Dependable Closed Circuit TV Systems by Philco 


Philco closed circuit TV systems are proving themselves 
invaluable in operating rooms, radiology departments, 
psychiatric sections, laboratories and many other areas 
in hospitals across the country. Philco’s extensive ex- | 
perience with hospital TV systems is your assurance of 
maximum system flexibility and economy. Fully tran- 
sistorized equipment with Philco’s “building-block” 
design guarantees reliability, ease of operation, freedom 
from maintenance problems and permits future expan- 
sion without costly replacement. Write today for 
complete information and your copy of the Philco 
Closed Circuit TV System Planning Guide. 


Government & Industrial Group 
4700 Wissahickon Ave., Philadelphia 44, Pa. 


in Canada: Philco Corp. 


PHILC 


. of Canada, Ltd., Don Mills, Ontario 





‘Famous for Quality the World Quer 


For more information, use yellow postcard inside back cover. 
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Part Il 


® LAST FALL this office sent out 
1,000 letters with self-addressed re- 
turn postal cards to 500 hospital 
administrators and 500 hospital 
pharmacists. All were selected at 
random and the inquiries went to 
every state in the Union including 
Hawaii and Alaska. Our two ques- 
tions were simple: “Do you think 
hospital pharmacies should dispense 
prescriptions to outpatients (this 
includes prescriptions for patients 
to take home for their use after 
they have left the hospital)?” Also, 
on the same card, we asked the 
administrators and pharmacists how 
they felt about refills. All the re- 
cipient was asked to do was to make 
two marks and drop the card in the 
post. 

In the March issue of HOSPITAL 
MANAGEMENT, background to this 
important question was reviewed 
and our method of gathering infor- 
mation was described. 

The caliber of response received 
was stimulating, a fact which is 
quite indicative that the outpatient 
‘dispensing subject rates high in the 
minds of hospital pharmacists and 
administrators. Response to our 
questions was not only in the nature 
of check marks at the site of the 
two questions, but also was indi- 
cated in many instances by personal 
letters as well as notes on the cards 
returned. This additional informa- 
tion helps to gain better insight into 
the outpatient dispensing subject. 

We thank the administrators and 
hospital pharmacists who responded 
to our survey questions. Also it is 
particularly gratifying to have re- 
ceived so many notes and letters 
from those who took their time to 
write their ideas. They gave us not 
only interesting information and 
different slants but were very in- 
formative as well. 

In the following paragraphs the 
results of HOSPITAL MANAGEMENT'S 
Outpatient Dispensing Survey are 
presented. 


The Questions asked: 


“Do you think hospital pharma- 
cies should dispense prescriptions to 
outpatients (this includes prescrip- 
tions for patients to take home for 
their use after they have left the 
hospital) ?” 

“Refills?” 

As can be seen from the result 
chart, the response from the ad- 
ministrators was 81.6 percent of 
those contacted while that of the 
hospital pharmacists was only 68.4 
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phaRmacy 


by Daniel F. Moravec, M.Sc. 


Outpatient Dispensing 


What do practicing hospital pharmacists and administrators 


think about it? 


Hospital Management asked 1000 of them 


in all parts of the nation 


by Daniel F. Moravec 
Pharmacy Editor 


The Results: 


Administrators 


Hospital Pharmacists 





Definitely yes— 
Definitely no— 
Undecided 


Total 

Refills 

Yes 

No 

Undecided— 
Total 

Total reporting* 


Total returned undelivered 
Total not responding 


148 54.2% 
115 42.1% 
10 3.7% 





*This figure is larger because 
checked. 


percent. However, 31 or 6.2 percent 
of the pharmacists did not receive 
the communications mainly because 
of location change while only 3 or 
0.6 percent of the administrators did 
not receive theirs. Evidently more 
pharmacists change locations often- 
er without leaving forwarding ad- 
dresses! If all the pharmacists and 
administrators not receiving their 
letters had done so and had an- 
swered them, then the percentage 
response figures would be pharma- 
cists, 74.6 and administrators, 82.2. 
Percentagewise, the pharmacists 
favoring outpatient dispensing (54.2) 
linked themselves very closely to 
the adminstrators of the same think- 


some cards only one answer was 


ing (54.3); and those definitely 
against hospital outpatient dispens- 
ing showed the same close trend 
(42.1 and 41.5 respectively). 

In the May issue of HOSPITAL 
MANAGEMENT some of the more sig- 
nificant interpretations of these fig- 
ures will be discussed. Also many of 
the individual thoughts will be pre- 
sented. In the interim we would 
appreciate comments from those 
who were not recipients of the let- 
ters in our random-selected sample 
of hospital administrators and phar- 
macists. Undoubtedly such addi- 
tional contributions would be valu- — 
able in the outpatient dispensing ~ 
controversy. w 
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Clara Maass Memorial Hospital Offers 


Training Course for 


Central Service Supervisors 


@ Central Service is rapidly de- 
veloping into a department of major 
importance in today’s hospital; and 
more and more, other departments 
are turning to it for service. An 
ever increasing number of supplies 
are processed and distributed. With 
the advent of new techniques and 
equipment, maximum efficiency is 
realized and service is expanded. 
As a larger part of the hospital 
dollar is allocated for Central Serv- 
ice, greater responsibilities must be 
assumed by this department. 

Administration expects the Cen- 
tral Service Supervisor to be a 
specialist in a number of fields: 
sterility, aseptic techniques, man- 
agement, budgeting, workflow, 
quality control, etc. All this is ex- 
pected from a supervisor who (ex- 
cept in extremely rare cases) was 
never trained to meet these de- 
mands. 

Since, in most cases, Central 
Service was started on a very small 
scale, the responsibilities of the de- 
partment were limited. However, 
as the department grew in service 
and stature, it was not always pos- 
sible for the supervisor to grow 
along with it. Although she did the 
best she could, with her limited 
training and knowledge did she 
always know what was best — for 
the hospital and the patient? 

At a recent Institute of the Na- 
tional Association held in Chicago, 
a workshop was held which dealt 
with the education and training of 
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Central Service Supervisory Per- 
sonnel. The response and interest 
of those in attendance proved con- 
clusively that the supervisors, them- 
selves, are aware of the insuf- 
ficiency of their training. It has not 
been possible for them to keep pace 
with the tremendous advances of 
the profession. 


Training Program 


It was heartily agreed that we, 
in Central Service, need a training 
program which is geared exclu- 
sively to the Central Service Su- 
pervisor. However, simply realizing 
our shortcomings does not alter the 
present situation. In an effort to 
take constructive steps, the Admin- 
istration of the CLARA MAASS ME- 
MORIAL HOSPITAL agreed to establish 
a training school for Central Serv- 
ice Supervisory Personnel. 

Upon inquiry to the National As- 
sociation we learned that no in- 
formation whatsoever was available 
for this purpose. Therefore, at the 
request of the National Association 
and with the permission of the 
Administration of CLARA MAASS 





Membership applications may be 
had by sending your request te 
‘NATIONAL ASSOCIATION 
OF HOSPITAL C. S. PERSON- 
NEL 
60 East Scott Street. 
Chicago 10, Illinois 


MEMORIAL HOSPITAL, I prepared a 
basic outline for Central Service 
Supervisory Training. This outline 
was presented to the Board of 
Directors of the NAHCsP and unan- 
imously approved. 

The Administration of the CLARA 
MAASS MEMORIAL HOSPITAL has ac- 
cepted this as its basic working 
manual for a training school — with 
the understanding that any future 
changes in the curriculum, etc., as 
approved by the National Associa- 
tion, will be incorporated into our 
training program. 

Publication of the basic outline 
will follow in future issues of 
HOSPITAL MANAGEMENT. However, 
the following is a very brief idea of 
its contents: 

a) A specified training course; 
length of which will be based upon 
the’ applicant’s present background 
and experience. 

b) After completing the course 
and successfully passing a test, the 
trainee will be employed by a mem- 
ber hospital as an interne — in the 
capacity of assistant supervisor for 
a period of one year. 

c) At the conclusion of intern- 
ship a final examination will be 
given by the Board of Directors of 
the NAHCSP or an appointed repre- 
sentative. 

d) After passing the examina- 
tion, an official certificate will be 
presented: to the trainee, thus des- 


Please turn to page 66 











Report of Institute Workshop — Part II 


How Do You Set Charges 


group leader: Julia Findlay 


C. S. Supervisor 
Mount Saint Mary Hospital 
Niagara Falls, New York 


& After two and a half hours of dis- 
cussion on setting up charges on ma- 
terials and equipment dispensed 
from central service, we found the 
price range varied greatly. We ar- 
rived at a definite conclusion in the 
following needs: 


1. A research program by a num- 
ber of NAHCSP members to 
develop a basic guide for es- 
tablishing charges depending 
upon the following: 


a) Size of the hospital 
b) Locale 

c) Room charge 

d) Nursing charge 

e) Department budget 


2. This basic charge to be further 
calculated upon 


a) Cost of disposables 

b) Depreciation 

c) Labor and assembly 
d) Department overhead 
e) Linen and wrapping 


A majority of the members pres- 
ent reported that they set up their 
own charges. Those participating in 
this group represented hospitals of 
150 to 400 beds. 





& This is a continuation of a report 
started last month (March, 1961 
Newsletter, pages 66 and 67 of Hos- 
pital Management). The two work- 
shops already presented were on 
“Education for C.S. Supervisors” 
and “How Many Persons in C.S. per 
Hospital Bed.” a 


















Julia Findlay, president- Viola Volkmann snapped 
elect, was the group leader. leaving the session. 





Carole Bloedel (left) new president of Chicago 
Local, and Mary Cummings were members of this 
workshop. 
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Wilma Leppert (left) Chicago and Hel- 
ma Mahoney, group leader from San 
Francisco, exchange a few ideas before 








the question “Would you prefer to 


NT 











be under administration or nurs- 


the session begins. 
ing?” 


Should C. S. Be Under Administration or Nursing? 


& At the outset it was agreed that 
discussion should proceed on a vol- 
untary basis as to rotation and 
length of time. It was unanimously 
agreed that a problem does exist in 
50 percent of the hospitals. 

Those who desired to be under 
administration gave the following 
reasons for their thinking: 

1. This would increase status. 

2. It would lessen time in obtain- 

ing needed equipment. 

3. It was felt that direct contact 
with administration would be 
more effective than going 
through a third person. 

Others in the group expressed the 
opinion that c. s. problems were 
nursing problems generally; that 


group leader: Helma Mahoney 


Representative from 
Bay Area C.S. Association 
San Francisco, California 





pee : ; Pe 


All of the members of Mrs. Mahoney’s group worked very hard indeed. 
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c. s. should only be combined with 
nursing and no other department. 
However, those under nursing felt 
they should have full control over 
staffing. 

It was the consensus of the group 
that too great a variety of duties 
were assigned to the central service 
supervisor. 


Conclusion 


That if the NAHCSP could work 
out an adequate job classification, 
the comparison of this model and 
the actual job could then be pre- 
sented to administration and the 
nursing director and this in turn 
might point out to them where the 
department rightly belonged. 1) 


65 





A Visit With... 


Naomi Zusmer 


Washington Sanitarium and Hospital 


Takoma Park 


Maryland 


© The Washington Sanitarium and 
Hospital is a 260-bed community 
hospital located in a quiet suburb of 
the nation’s capital. Associated with 
our hospital, and on the same cam- 
pus, is a college which sponsors a 
collegiate program in nursing for 
approximately 160 basic nursing 
students who use our hospital as part 
of their clinical experience. 

Changing trends in nursing and 
nursing education, together with the 
rapidly expanding communities 
about us, have brought more de- 
mands and changes to our depart- 
ment. 

To meet some of these needs and 
to give maximum service in diversi- 
fied divisions and fields of medical 
practice, we have incorporated three 
special services within our one Cen- 
tral Service Department. They are: 
Inhalation Therapy, I.V. Therapy, 
and the Orthopedic Service. 


Inhalation Therapy 


Our first specialized service, in- 
halation therapy, proved a great 


Training Course 
Continued from page 63 


ignating him or her as a certified 
or Registered Central Service Su- 
pervisor. 

Since at this time, it is almost 
impossible to set up the rules gov- 
erning scholarships and tuition, the 
CLARA MAASS MEMORIAL HOSPITAL 
has offered the following, which 
was accepted by the Board of Di- 
rectors of the National Association: 

a) The Hospital is willing to give 
the trainee a full scholarship, until 
such time as standards governing 
tuitien, etc. can be established. 

b) During the first half of the 
training program, the trainee will 
be given a stipend of $50.00 per 
month; during the second half a 
stipend of $100.00 per month. 

c) Meals will be free of charge 
and uniforms will be laundered by 
the Hospital at no cost. 

d) A female trainee will be per- 
mitted to live in the new Nurses 
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success. This service operates on a 
24-hour basis, as does our Central 
Service Department. Daily rounds 
are made on all patients receiving 
oxygen therapy, and any emergency 
need arising after routine hours are 
handled by an “on call” basis. It 
takes special planning to meet the 
needs of this department, but we 
feel the benefits derived by our pa- 
tients and to our department far 
outnumber any problems met in the 
management of this service. 


.V. Therapy 


The I.V. therapist, a registered 
nurse, is on duty from 8 am. to 5 
p.m. Because Central Service sup- 
plies and dispenses parenteral solu- 
tions and supplies when the thera- 
pist is on duty, Central Service is 
her headquarters. Regular rounds 
are made to all units to start routine 
infusions. The therapist maintains a 
cart stocked with parenteral solu- 
tions in common use as well as the 
necessary equipment for starting 
and maintaining the infusions. 


Residence, free of charge. The Resi- 
dence will be ready for occupancy 
by the Summer of 1961. 

The Hospital is offering the op- 
portunity of a complete training 
course in one of the best-equipped 


Dates to Remember! 


May 4 and 5, Annual Convention, 
Chicago, for Members only! 

Institute for C. S. Personnel, Kan- 
sas City, Missouri. Dates to be 
announced. 





A number of your officers are 
planning to attend the Mid-West 
Hospital Association meeting. We 
would like to have an opportunity 
to meet those NAHCSP members 
who are planning to be in Kansas 
City at that time. Won’t you please 
drop us a line at headquarters, 60 
E. Scott Street, Chicago, so that we 
may make plans to get together. 


Emergencies are met as the occasion 
arises. The units find this service 
invaluable and it facilitates the 
smooth management of their daily 
routines. 


Orthopedic Service 


A certified orthopedic technician 
is in charge of the fracture equip- 
ment and makes daily rounds to 
check all patients requiring any 
type of orthopedic apparatus. We 
have found that not only does this 
give better patient care, but also 
shows a marked decrease in time 
spent checking through fracture ap- 
pliances as well as aiding in the 
prevention of equipment loss. 

Since Central Service is responsi- 
ble for the handling of intravenous 
solutions, oxygen, and orthopedic 
equipment another advantage of 
having these specialized services 
within one department is the unity 
of equipment and personnel in 
mobilizing for disaster. We have 
found by practice “mock” disaster 
drills that there is better organiza- 
tion, less confusion and improved 
utilization of available facilities. 

Central Service to me is an in- 
teresting and fascinating depart- 
ment. Each day brings a new chal- 
lenge with the advent of new dis- 
coveries and ingenious inventions, 
making it an ever changing division 
of the hospital. It is a service where 
even routine leaves a large field for 
creative thinking. 


Central Service Departments, with 
affiliation in a number of depart- 
ments having direct contact with 
Central Service; i.e., Bacteriology, 
Purchasing, etc. 

We are planning on opening the 
School in the Spring of this year, 
and further information can be ob- 
tained by writing either: 


National Association of 

Hospital Central Service Personnel 
60 East Scott Street 

Chicago, Illinois 


OR 


Central Service Department 
Clara Maass Memorial Hospital 
Franklin Avenue 
Belleville, New Jersey 

In any case, please mark the en- 
velope, “Training Course — Central 
Service” and include a resume of 
your personal and_ professional 
background if you are interested 
in making application. & 
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Side Of the “mo Stated 
Sr oO, it Card, 


A full page advertisement in the Mar 

LIFE magazine will tell your patients and n 
Americans about CREDICARD . . . the newest addition 
_ to the nation’s credit card institutions. The American 
Health CREDICARD Plan provides for the immediate 
payment of professional fees and health expenses. 


CREDICARD can be the answer to your credit problems 
. . can save your patient needless financial worry 
and embarrassment. 


HERE'S HOW IT WORKS! 


An AHCP accredited member pays health bills by 
signing an American Health Credit Plan certificate 
or your statement. This authorizes American Health 
Credit Plan, Inc. to make immediate full payment 
to you, and allows the member to repay under a 
number of options including budget payments up 
to 20 months. : 

No delinquent bills, no red tape, no waste of time— 
and your patient can budget for needed or unexpected 
health expenses. 


For more information, use yellow postcard inside bach cover. 


REDUCES LOSSES! 


REDUCES NON-MEDICAL 
CONVERSATION! 


REDUCES PATIENT 
FINANCIAL EMBARRASSMENT! 


COVERS THE 
UNINSURABLE! 


INCREASES PATIENT 
SATISFACTION! 


FIND OUT HOW AHCP 
CAN VIRTUALLY ELIMINATE 
YOUR CREDIT PROBLEMS ...CAN 
INCREASE YOUR PATIENT 
SATISFACTION! 


SCOKPHSSHSSSSSHSSHSHSSSEHSHEHE HHH HSSSSHESESEEEEEEEEE 


AMERICAN HEALTH CREDIT PLAN, INC. 
AMERICAN HEALTH CREDIT BLDG. 
BATTLE CREEK, MICHIGAN 
Gentlemen: Please send me additional 
information regarding your CREDICARD 
for health expenses exclusively. 
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CENTRAL SERVICE by Mary Helen Anderson, R.N., M.S.H.A. 


Personnel Evaluate C.S. 


We find out what people think about us 


= Every Central Service Supervi- 
sor worth her (his) salt thinks that 
the C.S. department is the hub of 
the hospital wheel, the center of 
all worthwhile activity, and the 


pivot around which revolves all 
patient care. That this is true can 
easily be proved by services of this 
vital department suspended for even 
half a hospital day. We can imagine 





Q. WHY DO SO MANY |TOP-RATED HOTELS, 


LS 


DUNDEE 


after months of steady service. And they'll save you money all the way! 


Your linen source can supply you with all these fine Dundee products: 
HUCK AND TURKISH TOWELS AND BATH MATS (both plain and name woven) 
FLANNELETTES * 


* CABINET TOWELING «+ 
NAPKINS CORDED NAPKINS 


uaa 


fh) Ao 


They thrive on rigorous institutional launderings, stay soft and strong 


DIAPERS » 
DUNFAST ALL-PURPOSE COTTON FABRICS 


cil DUNDEE MILLS, INC. 








DAMASK TABLE TOPS AND 





68 For more information, use yellow postcard inside back cover. 





what would happen if for 24 hours 
there would be no facilities for 
sterilization of instruments; if for 
even a shorter period there would 
be no replacement of surgical 
dressing materials and it is almost 
unthinkable to project our thoughts 
into a situation where no clean-up 
of equipment could take place. But 
the final blow would come if sud- 
denly the announcement would be 
made that for one day no syringes 
or needles would be available! 
On the other hand, while the 
importance of the central service 
department cannot be emphasized 
too strongly, it might be a healthy 
professional exercise to take a look 
at ourselves from the other side of 
the Dutch door—from the point of 
view of the people who use our 
services. Exploring the premise that 
we might learn to offer improved 
services by “giving the customer 
what he wants,” we have had some 
enlightening views expressed by 
members of departments other than 


the CS. 


The question: 


“What would you like to see done 
in Central Service to help you give 
better patient care?” 


The answers: 


From a Head Nurse—“I'd like to 
be able to have enough supplies at 
my nurses’ station so that I would 
not have to be continually calling 
for items that could well be on 
hand.” 

From a nurses’ aide—“I’d like to 
have a little appreciation shown 
when I return equipment in good 
condition just once. I am sure to 
hear a long dissertation when I 
return something not-quite-clean.” 

From a staff nurse—“It would be 
a real surprise to find a complete 
cut-down set once in a_ while. 
There is usually something missing, 
and it is the very thing the doctor 
must have and can’t wait for.” 

From a private duty nurse— 
“Someone should tell us when 
procedures are changed. We don’t 
always get to read memos sent from 
the procedure committee, and we 
are constantly surprised by things 
done differently from the last time 
we had a case in this hospital. Per- 
haps private duty nurses could get 
copies of new tray set-ups, for ex- 
ample. Often times the changed 
item is used in the middle of the 
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night with no one around to ex- 
plain things to us. Often the aide 
on duty in C.S. knows very little 
about the use things are put to, and 
cannot help us.” 

From a student nurse—‘Central 
Service doesn’t interest me. I surely 
wish I didn’t have to spend a week 
in there as part of my curriculum. 
I'd rather take care of patients than 
sharpen needles.” 

A director of nursing service— 
“T think an R.N. is wasted in Cen- 
tral Service, but the doctors insist 
that one be there. The patients are 
so much more important than the 
inanimate things in Central Service 
like trays and suction machines.” 

An intern—“I can’t understand 
why we internes can’t get what we 
want from Central Service. After 
all, we’re taking care of the patients 
and should be allowed to have the 
equipment and supplies we ask for. 
This standardization thing can go 
too far.” 

A housekeeping supervisor—“It 
seems that we can never get into 
Central Service when we have the 
time; when we are busy up to our 
ears there is always some emer- 
gency situation there that needs at- 
tention right away. It seems that 
we could get together so that the 
department could get the proper 
cleaning.” 

A maintenance man—“That Cen- 
tral Service supervisor could save 
a lot of money for the hospital if 
she would send us equipment to 
check before it breaks down. If we 
would have a chance to inspect the 
suction machines to keep the 
chamois discs changed periodically, 
our job would be a lot easier.” 

A purchasing agent—“Whenever 
I send a sample of some new item 
to Central Service I might as well 
forget it. I never get an evaluation 
of the item so that I can decide 
whether or not it should be added 
to inventory. The supervisor sure 
likes to get all the samples she can, 
hut she forgets to report back in an 
«ffective manner. Another thing 
could be changed for the better, 
too. She gets an idea into her head 
‘hat only the brand that she selects 
can be used in the hospital—she 
‘von’t even try another, although 
! might be able to effect a real sav- 
ing for the hospital. At least she 
“ould tell me why “M and M” brand 
‘Ss so much to be desired over 

K and K.” 

A surgeon—“I haven’t too much 
‘0 complain about. I get what I 
‘vant, but then I holler louder than 
‘he other surgeons. The Central 
Service supervisor doesn’t dare 
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HOSPITALS USE MORE THAN 200,000 
Ice DISPOSABLE STERI-SYRINGES 
EVERY MONTH 





Icc Insulin Steri-Syringe now available lcc Tuberculin Steri-Syringe — a GMSC 
in these calibrations 8. Exclusive! Only GMSC has a lee dis- 
40/80 units posable syringe calibrated especially 


40 units only ‘ 
80 units only for tuberculin treatment 


OUTSTANDING FEATURES: 


1. Complete clarity and accuracy of calibration 

2. Double tip on plunger gives back-flow control 

3. Complete sterility — tested and proved 

4. Economy — eliminates re-sterilization 
GMSC has a complete line of disposable syringes: lcc; 2cc; S5cc and 10cc 
(serology). Over 12 million Steri-Syringes are used each month by hospitals, 
clinics and laboratories. 


For further information write 


GENERAL MEDICAL SUPPLY CORP. 


1661 W. 16th Street Indianapolis 2, Indiana 














TURN-TOWL values satisfy 
Mississippi Baptist Hospital 
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Purchasing agent Kenneth Whatley writes: “For the past,10 years 
we have tried various towels, including linen, both on a self-owned 
and rental basis. Since we tried your setup on the Mosinee Turn- 
Towl, we have been much better satisfied. We find the Turn-Towl 
system is more economical . . . and believe we have benefited con- 
siderably from a public relations standpoint because Turn-Towl’s 
one-time use is more sanitary.” For the name of your nearest dis- 
tributor, write Dept. 1118. 


BAY WEST PAPER CoO. 
GREEN BAY, WISCONSIN 
Subsidiary of Mosinee Paper Mills Co. 


For more information, use yellow fostcard inside back cover. - 69 
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C 4 £ urge Percen tage of Gel [ Accidents 
—can be prevented with NYRACORD COUNTER-TRED. Eliminates the hazards of wet, slippery floors. 


Resilient, it silences footsteps, provides comfort underfoot and keeps feet off cold, damp floors. 
It affords unequalled resistance to wear in laundry, locker and washrooms, showers, and refrigera- 
tors, at drinking fountains and on ramps. The ribbed bottom side affords aeration and drainage. 
Available in oil and grease resistant type for use around machinery and in kitchens. 


Available in a variety of widths. It rolls up for easy cleaning and mopping. 


“AMERICAN MAT CORPORATION 


1715 ABAMS STREET © FOLEDO 2, OTS 
‘America’s Largest Specialists in Floor Matting” 
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A Detachable Hospital | 
Bed Lamp with Night Light 









This versatile bed lamp fits over-bed 
frame sockets. Optional clamps also 
available. 8 inch ventilated reflector — 
stays cool — revolves 360° around sta- 
tionary socket — can’t twist wires. In- 
verts for direct illumination. Lamp 
swivels to direct 7144 watt night light 
wherever desired. Convenient plug-in 
receptacle at patient’s fingertips. 





100 E. Mason Street | dies 
Milwaukee 2, Wis. 
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substitute anything on my trays for 
my patients! (There’s one is every 
hospital!) 

A patient—“What in the world 
do they mean charging me a dollar 
and a half for a tiny bandage? What 
makes the hospital charge so 
much?” 

A pharmacist: “I wish the CS. 
people would stop playing phar- 
macy. They fill little bottles from 
big bottles and change labels right 
and left. Then who is responsible 
if there is an error? We are. I'd 
like to see them understand the 
importance of handling solutions.” 

It must be said with haste that 
all of these observations were not 
made in one hospital, nor about one 
supervisor. It would be a wonder- 
ful thing if we could see ourselves 
as others see us. The important 
thing is that we should ask our 
colleagues once in a while a leading 
question: 

“What can we do to give better 
service?” 

Chances are the people you ask 
will be so surprised that they may 
find difficulty in answering at once. 
It could be a very rewarding ex- 
perience, and, like a famous depart- 
ment store, unexpected dividends 
might be realized by “giving the 
hospital personnel what they want.” 


A Unique Way to 
Slash Costs 


“The replacement cost of this 
machine is $———.. Use it with 
care.”’ 


by George Bevans 


= A UNIQUE METHOD of reducing 
spiraling costs of operating hospitals 
with their highly expensive equip- 
ment is seen in the “perpetual 
pricetag” plan which is working so 
efficiently in many segments of 
industry. 

Since the plan doesn’t cost any- 
thing to launch, it avoids the usual 
pitfall of first boosting expenses in 
order to pare them later. It goes 
to work immediately, drawing its 
success from predictable psycholog- 
ical reactions of employes entrusted 
with costly and sensitive machines. 

In simplest terms, the method 
merely calls attention to use re- 





Mr. Bevens is an industrial engineer with 
Systems Council, New York 17. 
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placement cost of such items as 
x-ray machines, diathermy ma- 
chines, autoclaves, oxygen dis- 
pensers, and similar apparatuses by 
the application of a pressure-sensi- 
tive label on which the figure has 
been written. 

Experience has shown that when 
an employe discovers the startling 
cost of the machine which has been 
entrusted to him, he _ invariably 
views it with increased respect. 
Favoring it with more careful 
handling, he prolongs its useful life 
and materially cuts maintenance 
charges. 

The plan already has met with 
marked success in more than 200 
plants and clinics embracing such 
widely divergent fields as_ elec- 
tronics manufacturing, baking, tex- 
tiles, recording and publishing. Pan 
American Airways has thousands 
of these labels in use on valuable 
equipment at the Cape Canaveral, 
Florida, Missile Testing Range and 
the White Sands Proving Grounds. 
Another giant firm is preparing to 
use the labels on $80 million worth 
of machinery. 

The labels state: “The replace- 
ment cost of this machine is $——. 
Use it with care.” The correct 
figures are written in and the 
labels are affixed to machines and 
installations throughout the plant. 

Incidentally, as replacement costs 
go up, a compromise is required on 
the “perpetual” angle. But) this is 
handled without difficulty as the 
pressure-sensitive labels peel off 
easily and new ones with higher 
figures can be substituted. 

A block of 100 labels may be 
had for the asking by institution 
purchasing agents who write to the 
Paramount Paper Products Com- 
pany at 4402 North 23rd Street, 
Omaha 10, Nebraska. 


A Guide for Nursing 
Service Audit 


by Sister Mary Helen Louise Deeken, Pub- 
lication Department, Catholic Hospital As- 
sociation 1960 26 pp 75 cents; 3 for $2.00. 


®" DUE TO INCREASING NEED and ac- 
ceding to popular demand, this 
oamphlet has been made available 
as a Guide for the Nursing Audit 
Committee. The method for the 
‘unctioning of the committee is set 
forth in most useable style by show- 
ing examples of forms used and 
items for checking by the Nursing 
Audit Committee. Can be of help in 
bringing up the quality of nursing 
entries on the patent’s clinical rec- 
ords. a 
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Fast, easy, accurate mixing of 


mopping solutions, using large 


embossed numerals and rein- 
forcing, gallon-indicating cor- 
rugations, is the newest 
improvement in Geerpres 
mopping buckets. Available in 
4-, 8- and 11-gallon sizes with 
choice of single, twin or 
‘““Convertible’’ models. 

Ask your Geerpres jobber or 
write today for free bulletin. 











At Akron City Hospital a 
drawer is assigned to each 
patient on the floor. 











Photo permission of the Detroit News 


FREE CATALOG of A-M cabinets 
for storing small articies 


Savings in time and space can help your hospital become better 


organized and more efficient. 


Akro-Mils small article storage cabinets can be used in supply 
rooms, Offices, operating and emergency rooms, and nurses sta- 
tions. Perfect for storing surgical tools, supplies, drugs, office items 


and other small articles. 


CONTENTS ALWAYS NEAT, SANITARY AND VISIBLE 





A.-M 








Box 989-HM3 





WRITE FOR FREE CATALOG 
AKRO-MILS CABINETS 


* Akron 9, Ohio 


For more information, use yellow postcard inside back cdéver. 
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Avoid costly bother of hand-wrap methods 


New KOTEX’ pads with super-soft 
Kaycel covering bring convenience 


—new comfort in self-care packs 


Qne convenient package, one brief 
explanation...and the maternity 
patient has all she needs for perineal 
self-care. Helps free nurse for more 
important duties. 


The convenient, time-saving approach to post- 
partum care is with new self-care packs. Kotex 
saves you the bothersome task of hand-wrapping 
each pad individually. And directions on the 
package keep verbal instructions to a minimum. 
The higher retention of Kotex means fewer pad 
changes, and less soiled linens. 

Your patients already know about Kotex and 


*Registered T. M. of the Kimberly-Clark Corp. 


KOTEX Maternity Pads 


a product of Kimberly-Clark Corp. 


For more information, use yellow postcard inside back cover. 


Kotex self-care pads come in a variety of 
package sizes and self-care packs. Get com- 
plete details from your Curity representative. 


will appreciate the super-softness of the new 
Kaycel covering. Plus the extra length that 
gives greater patient protection. All Kotex self- 
care pads are packaged so they can be applied 
without touching the face of the pad. 


Distributed by 


THE KE N/ DALL company 
BAUER & BLACK DIVISION 
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NATIONAL ASSOCIATION OF HOSPITAL PURCHASING AGENTS 


Mrs. Orpha Daly Mohr 
Secretary-Treasurer 


National Association of Hospital Purchasing Agents 


c/o Oak Park Hospital 
525 Wisconsin Avenue 
Oak Park, Illinois 


Technical Purchasing in the Hospital 


Anti-Sepsis Program 


ospital-acquired Staphylococcus 

infection had been recognized 
as a constant threat in the institu- 
tional environment. This problem 
has required that control procedures 
be enacted in all areas which could 
conceiveably play a role in Staphy- 
lococcus transmission. The most im- 
portant feature of such control is the 
practice of the highest level of sani- 
tation. 

As an adjunct to good sanitation, a 
wide variety of products containing 
germicides are now being merchan- 
dised. Some of these agents are de- 
signed to kill pathogenic microor- 
ganisms during cleaning operations, 
but the intended function of many 
of these products is the concentra- 
tion of residual germicide on the 
surface being cleaned. Effective 
cleaning, be it of surfaces, linens, or 
hands produces an area that is es- 
sentially free of organisms. That is 
to say, good cleaning results in the 
mechanical removal of bacteria. The 
cleaned surface is, however, im- 
mediately subject to recontamina- 
tion in a wide variety of ways. The 
contaminated area may then be- 
come a focus of bacterial growth if 
moisture, as well as organic mate- 
rials necessary to such growth, is 
present. The presence of a germicide 
on a. treated surface does not bar 
contamination nor does the germi- 
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J. H. Silliker 


Research Laboratories 
Swift and Company 
Chicago 9, Illinois 


cide destroy bacteria on a dry sur- 
face. When moisture is present, 
however, such germicides are acti- 
vated. Depending on the nature and 
concentration of the anti-bacterial 
material, contaminating organisms 
may be destroyed or prevented from 
growing. Thus, it is under condi- 
tions where bacterial growth may 
be initiated that residual germicides 
are designed to play a role in the 
hospital antisepsis program. Toilet 
and scrub soaps, general purpose 
cleaners, and laundry soaps con- 
taining germicides are now avail- 
able. The counterparts of these 
products are a wide variety of rinses 
that may be applied separately after 
cleaning with an appropriate non- 
germicidal soap or synthetic de- 
tergent. 

The Purchasing Agent is con- 
fronted by innumerable sales repre- 
sentatives extolling the merits of 
such products. The utility of germi- 
cides is of necessity defined on a 
technical basis. The supplier at- 
tempts to promote his product by 
providing the results of scientific in- 
vestigations designed to test (and 
prove) its efficacy. The Purchasing 
Agent must then decide: 

1) Does the product accomplish 
the results claimed by the manu- 
facturer? 

2) Are these results of signifi- 


cance in terms of the hospital’s anti- 
sepsis program? 

3) Is the product offered the best 
one available to accomplish the task 
for which it is designed both from 
the standpoint of performance and 
economics. 

These are obviously complex and 
inter-related questions; frequently 
the answers to them can be achieved 
only in relative terms. The evalua- 
tion of available facts in terms of the 
particular siutation in his hospital 
demands that the Purchasing Agent 
enlist the aid of technically trained 
specialists on the hospital staff— 
hence technical purchasing. We do 
not presume to indicate in anything 
but general terms just how the Pur- 
chasing Agent can arrive at an- 
swers to these questions. 

With respect to manufacturers’ 
claims, products containing germi- 
cides which are shipped in inter- 
state commerce, must be registered 
with either the Food & Drug Ad- 
ministration or the United States 
Department of Agriculture, depend- 
ing upon recommended usage. Such 
registration involves approval of all 
written claims made for the prod- 
uct. These claims must be based 
upon scientific evidence made avail- 
able to the regulatory agency. The 
registration is a significant safe- 
guard to the purchaser. It not only 
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makes it mandatory that the written 
claims have a basis in scientific fact 
but in addition provides consider- 
able assurance that the product is 
safe when used according to direc- 
tions. 

Such claims do not a priori tell the 
Purchasing Agent whether the prod- 
uct has real merit in his hospital’s 
anti-sepsis program. Utility must be 
evaluated in terms of the needs 
within the particular hospital en- 
vironment. To be sure, a manufac- 
turer may claim correctly that a re- 
frigerator will keep things cold, but 
an Eskimo might find little need for 
this convenience during the winter 
months. Likewise, appropriate 
claims may be made for a product 
which has negligible utility. A major 
function of hospital infection com- 
mittees should be the appraisal of 
the particular sepsis problems that 
exist in the institution and the in- 
forming of the Purchasing Agent 
with regard to the type of products 
that are necessary to solve these 
problems. Such a function provides 
the Purchasing Agent with a knowl- 
edge of the type of products neces- 
sary for him to seek from available 
suppliers. After having surveyed the 
products meeting the demands indi- 
cated, the Purchasing Agent is in a 
position to review with the Infec- 
tions Committee the characteristics 
(claims) of the available products. 

In most cases a number of prod- 
ucts are available for a given pur- 
pose. For example, if it has been de- 
cided that residual germicidal activ- 
ity on floors in the hospital is de- 
sireable, then the Purchasing Agent 
has innumerable products from 
which to select. There are many 
good general purpose cleaning 
agents; likewise, terminal germi- 
cidal rinses are available. The com- 
bined activity of non-germicidal 
cleaners plus germicidal rinses must 
then be compared with general pur- 
pose detergents containing germi- 
cides. In this instance not only must 
the net labor cost to produce the 
desired results (residual germicidal 
activity on the floor) be determined, 
but likewise the economics of pur- 
chasing a single product in place of 
two must be considered. Provided 
that the numerous products avail- 
able have been deemed satisfactory 
for the end results desired, the Pur- 
chasing Agent finds himself in a 
position to make his selections pri- 
marily on the economics involved. 
We would emphasize that before the 
buyer finds himself in this position, 
however, the utility of the available 
products must have been evaluated 
on a technical basis. 
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We submit that the responsibility 
of the Purchasing Agent has not 
been completely fulfilled with the 
purchase of the most satisfactory 
product to accomplish a given pur- 
pose in the hospital anti-sepsis pro- 
gram. As indicated previously, such 
products are sold on the basis of 
their ability to accomplish a posi- 
tive function in the control of bac- 
teria within the hospital environ- 
ment. It behooves the Purchasing 
Agent, with the cooperation of spe- 
cialized professional personnel on 
the hospital staff, to ascertain 
whether the product performs the 
function for which it was purchased. 
Such an evaluation requires meth- 
ods for detecting the anti-bacterial 
activity of the product as it is used. 
In most cases, such evaluation 
methods are foreign to the clinical 
laboratory. In this regard, the sup- 
plier has a responsibility to indicate 
an appropriate procedure for dem- 
onstrating that his product is per- 
forming as claimed in the hospital 
environment. Such tests of activity 
must be scientifically sound, yet not 
so complicated that they place un- 
due burden on the clinical labora- 
tory. A realistic approach to tech- 
nical purchasing demands that this 
follow-up testing of in-use effec- 
tiveness be made. The stakes in the 
anti-sepsis program are too great to 
allow blind assumption that the pur- 
chase of a product designed to ac- 
complish a given function a priori 
solves the problem presented. In 
those instances where such checking 
fails to demonstrate that the desired 
result has been obtained, consulta- 


tion with the hospital pathologist or 
bacteriologist will frequently uncov- 
er the reason for failure of a good 
product to perform its designated 
function. Where no explanation can 
be found, the sincere supplier of this 


‘type of product is always willing to 


work with the hospital in obtaining 
the effective results for which the 
product is designed. 

The importance of this last aspect 
of technical purchasing was recent- 
ly emphasized to us. We had occa- 
sion to obtain fabric from three hos- 
pitals utilizing germicidal rinse ad- 
ditives. Diapers were selected at 
random just after they were ironed 
and ready to be taken to the nur- 
series for use. The anti-bacterial 
activity of these fabrics was evalu- 
ated by means of the Contact Plates 
Procedure. This test involves the 
heavy inoculation of the surface of a 
bacteriological medium (Tellurite 
Glycine Agar) with a mixed culture 
of coagulase positive staphylococci. 
On this medium the staphylococci 
grow as jet black colonies after 24 
hours of incubation at 37°C. In the 
test procedure the fabric is pressed 
against the surface of the inoculated 
Agar so that there is intimate con- 
tact. A cloth containing anti-staphy- 
lococcal activity inhibits the growth 
of staphylococci at the inter-face 
between the cloth and the surface 
of the innoculated and incubated 
medium. (See figure 1). Where no 
germicidal activity is present, the 
staphylococci grow under the cloth 
as well as on the surface of the agar 
surrounding the fabric. 

The three fabrics referred to 


Figure 1 — Contact Plate Procedure for Measuring Anti-Staphylococcal 


Activity in Fabric. 








Left: Fabric which was washed without germicidal soap or germicidal 
rinse. Right: Fabric washed with germicidal laundry soap. 
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Figure 2 — Proper Versus Improper Use of Rinse Additives 


in Laundry Operations. 


%., Be 2 


Plates 1, 2, and 3 represent Contact Plate results of fabric washed in 
hospitals with three different rinse additives. Plates 4, 5, and 6 show 
results obtained with each product when manufacturers’ directions were 
followed. Each vertical pair corresponds to a different product. 


when tested according to this 
procedure, failed to inhibit staphy- 
lococcal growth (see figure 2). It is 
apparent that the first and second 
samples showed partial inhibition 
whereas the third had absolutely no 
activity. The unfortunate aspect of 
this result is the fact that these hos- 
pitals were expending a significant 
amount of money in an effort to 
realize protection that should be 
given through incorporation of a 
germicide in diapers. 

Subsequent to this, we obtained 
samples of each of the three addi- 
tives that had been utilized in these 
hospitals directly from the laundries 
involved. We then tested each of the 
products in the laboratory using the 
manufacturers’ directions in wash- 
ing formulae similar to those that 
were used in the individual hos- 
pitals. When these fabrics were 
tested in the Contact Plate Method 
each of them completely inhibited 
growth of staphylococci (see figure 
2, bottom row), indicating that when 
properly used, each of these prod- 
ucts produce the results desired. 

We, of course, have no knowledge 
of the reasons for failure of these 
rinse additives in the three instances 
mentioned. It is evident, however, 
that the products when used prop- 
erly possess the merits claimed. In 
each of these institutions the as- 
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sumed protection from the use of a 
germicide was not being obtained. 
Whether these failures had been the 
constant pattern in each of these 
hospitals since the respective prod- 
ucts were introduced or whether 
these failures developed after prop- 
er introduction of the product into 
the laundry cannot be determined. 
These findings do point out the ne- 
cessity for follow-up in technical 
purchasing. Naturally, such follow- 
up should be made over a period of 
time and not just after introduction 
of the agent into the hospital anti- 
sepsis program. Where failures such 
as the three descibed are encount- 
ered despite the following of the 
manufacturer’s directions, then the 
earnest supplier is always willing to 
supply technical assistance to assure 
the proper use of his product. 

In summary, the current empha- 
sis on the anti-sepsis program in the 
hospital places new demands on the 
Purchasing Agent. He must work 
with the professional staff concerned 
with control of sepsis in determining 
the areas of need and in the selec- 
tion of the best agents to fill the 
needs of the individual problem. 
Having selected an appropriate 
product he is faced with making 
certain that the product selected 
performs in his hospital the function 
for which it was purchased. 5 


The $64? 











Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: Who is the United 
States distributor of the Heiny 
otoscope? 

ANSWER: E. Miltenberg, Inc., 43 
Great Jones St., New York 12, N. Y. 
distributes in the United States the 
complete line of Heine otoscopes, 
ophthalmoscopes and diagnostic sets. 


QUESTION: What is the address of 
the Ryder Elliot Co. in California 
who, we understand, makes the 
Bar-Wa chair for use with pa- 
tients with circulatory diseases? 
ANSWER: 2140 South Davie Ave., 
Los Angeles 22, California, and the 
chair is known as the Bar-Way. 


QUESTION: We need information 
on a “squeeze and feed” spoon 
supposedly made by a company 
named Bush. 

ANSWER: Made by Leon D. Bush 
& Sons, 4250 W. Diversey Ave., 
Chicago 39, Illinois and distributed 
by Hermien Nusbaum & Associates, 
600 S. Michigan Ave., Chicago 5. 


QUESTION: Where can we secure 
a Hutchins sitz bath? 

ANSWER: Correct name is Hudgins 
and it is made by IIle Electric Cor- 
poration, Reach Rd., Williamsport, 
Penna. 


QUESTION: Where can we secure 
a hydrotherapy unit complete 
with tub in the conventional size 
and shape of a residential bath- 
tub to be installed in a home 
now under construction? 
ANSWER: Daniels Surgical & Med- 
ical Supplies, Inc., 6444 W. Bel- 
mont Ave., Chicago 34, Illinois. 


QUESTION: Please inform us the 


source of supply of a metal rec- 
tal tube about 9” long with en- 
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larged retention end for admin- 
istering Barium, etc., through 
the rectum. 

ANSWER: This is the Carmen enema 
tip and it is manufactured by the 
Star Surgical Co., 320 S. Honore 
St., Chicago 12, Ill. 


QUESTION: Can you advise us the 
source of supply on floating 
marker labels for sterile solu- 
tions? 

ANSWER: G-K Medical Mfg. Co., 
Inc., 69 Murray St., New York 7, 
N. Y. and John M. Maris Co., 52 
Walker St., New York, N. Y. 


QUESTION: By whom is the Waf- 
co pulmonator made? 

ANSWER: This no doubt is the pul- 
monator made by the Weston An- 
aesthesia Equipment Co., 2553 Mid- 
dleford Rd., Redwood City, Calif,, 
the correct name of which would be 
“WAECO”, being the initial letters 
of the company’s name. 


QUESTION: Who makes the Flem- 
ing cervical conization instru- 
ment? 

ANSWER: V. Mueller & Co., 320 S. 
Honore St., Chicago 12, Ill. 


QUESTION: Who makes an elec- 
tronic direct-reading hemato- 
crit? It must be able to use ear 
or finger blood as its sample. 
ANSWER: General Medical Instru- 
ments Corp. Div. of Detroit Ind. 
Products, 16550 N.W. 10th Ave., 
Miami 69, Fla. It is completely port- 
able, direct reading from dial, total 
time 4% minutes, 12,000 R.P.M. and 
centrifuge has six positions. 


QUESTION: Who makes _ the 
Shipps injector, an automatic in- 
jector for angiography? 

ANSWER: This is distributed by 
Medical Instruments, Inc., 5315 S.W. 
Westdale Drive, Portland 1, Ore- 


gon. 


QUESTION: Do you have an ad- 
dress for the Medical Sky Hook 
Co.? 

ANSWER: This company is located at 
P.O. Box 54, Provo, Utah. 


QUESTION: A new product, on the 
market only about 60 to 90 days, 
is a spray for application to the 
outside of a pack of instruments 
to prevent corrosion of the in- 


N.A.H.P.A. Dogs and News 


Secretary-Treasurer of 
N.A.H.P.A. Accepts New 
Hospital Post 


= Mrs. OrpHA Daty Monr, formerly 
purchasing director of Chicago Wes- 
ley Memorial Hospital, Chicago, I- 
linois, has joined the staff of Oak 
Park Hospital, Oak Park, Illinois, 
as assistant administrator. 

In her new post, Mrs. Mohr will 
be in charge of purchasing and 
many other duties. & 


New Address for N.A.H.P.A. 


® Please address all correspondence 
to: Mrs. Orpha Daly Mohr, secre- 
tary-treasurer, National Association 
of Hospital Purchasing Agents, Oak 
Park Hospital, 525 Wisconsin Ave- 
nue, Oak Park, Illinois. e 


Meetings to Remember 


May 1-3, Tri-State Hospital Assem- 
bly, Palmer House, Chicago, IIl. 


September 28-29, National Associa- 
tion of Hospital Purchasing Agents, 
Atlantic City, New Jersey. Time and 
place will be announced soon. cd 
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Purchasing Group from Arizona 
Requests Affiliation with 
N.A.H.P.A. 


" The Arizona Association of Hos- 
pital Purchasing Agents has applied 
and been accepted for affiliation. 
Welcome to the National Association 
of Hospital Purchasing Agents. 
The officers of the Arizona Group 
are as follows: President, William 
K. Dick, purchasing manager, Ari- 
zona State Hospital, Phoenix; Vice 
President, Arville Parker, Veteran’s 
Administration Hospital, Whipple; 
and Secretary-Treasurer, Lela M. 
Johnson, Arizona State Tuberculosis 
Hospital, Tempe. ] 


Affiliation with N.A.H.P.A. 
Sought by the Bituminous 
Chapter of Miners Memorial 
Hospital Association 


® This application has been granted. 
We are very pleased to welcome 
these new members. 

The officers of the Bituminous 
Chapter are as follows: President, 


struments inside. Can you advise 
us the name of the manufactur- 
er? 

ANSWER: Made by Lorvic Corp, 
5553 Easton Ave., St. Louis 12, Mo. 


QUESTION: What is the source of 
supply for the Briesky vaginal 
speculum? 

ANSWER: The Jetter & Scheerer 
Corp., Tuttlingen, West Germany. 


QUESTION: Advise if you know 
who makes Endarterectomy loop 
sets. 

ANSWER: Codman & Shurtleff, Inc., 
104 Brookline Ave., Boston 15, 
Mass., makes various types of these 
sets. 


QUESTION: From whom can a 
Shiner tube be obtained? 

ANSWER: Codman & Shutleff, Inc., 
104 Brookline Ave., Boston 15, 
Mass., is the exclusive American 
distributor for Down Bros., and 
Mayer & Phelps Ltd., of Toronto, 
Ont., Can., who distributes this 
product in Canada. R 


Robert M. Coleman, buyer, Miners 
Memorial Hospital Association, Wil- 
liamson, West Virginia; Vice Presi- 
dent, Evelyn Davitian, junior buyer, 
Miners Memorial Hospital Associa- 
tion; Secretary-Treasurer, James 
Carter, junior buyer, Miners Me- 
morial Hospital Association. 

This group sponsored by Edward 
M. Grapp, Immediate Past President 
of the National Association of Hos- 
pital Purchasing Agents, holds 
monthly meetings. They have vol- 
unteered for active service on 
N.A.H.P.A.’s Research Committee. & 


= DirreRENCE between getting 
worst employee and best employee 
is matter of 15 percent in actual pay, 
yet best employee produces twice 
as much as worst employee. By 
paying 30 percent to 40 percent be- 
low the market, you practically 
guarantee yourself of getting the 
worst available workers (Dr. George 
Odiorne). P 
— Newsletter, Industrial Psychol- 
ogy, Inc. 
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in emergencies 


INJECTION 


AYOFOCOTTONG ‘sos 


HYDROCORTISONE 21-PHOSPHATE 
in the patient in 30 seconds - in the plasma in 5 minutes 


1. No dilution 2. No mixing 3. No waiting . . . in stable solution ready- 
to-inject with small-bore needle. 


. .. Plasma steroid levels are evident within 5 minutes after injection 
by any route. . . intravenous, intramuscular or subcutaneous. 


After intramuscular injection . . . higher initial steroid plasma levels 
than with hydrocortisone hemisuccinate. 


After intramuscular or intravenous injection . . . more prolonged 
steroid levels than with hydrocortisone hemisuccinate. 


DOSAGE: The usual dose of Injection HYDROCORTONE Phosphate in emer- 
gency situations is 100 to 250 mg. depending upon the severity of the con- 
dition. For additional information see package circular. 

SUPPLIED: In 2-cc. vials, each cc. containing 50 mg. HYDROCORTONE (as 
hydrocortisone 21-phosphate, disodium salt). Also available—Injection 
HYDELTRASOL® (prednisolone 21-phosphate) in 2-cc.and 5-cc. vials, each cc. 
containing 20 mg. of prednisolone 21-phosphate as the disodium salt. Injec- 
tion DECADRON® Phosphate in 5-cc. vials, each cc. containing 4 mg. dexa- 
methasone 21-phosphate as the disodium salt. 

Hydrocortone, Hydeltrasol and Decadronaretrademarks of Merck &Co., INC. 
Additional information is available to the physician on request. 


MERCK SHARP & DOHME, Division of Merck & Co., INC., West Point, Pa. 











by Dave E. Smalley 


® THE THREE ACCEPTED METHODS for 
cleaning painted walls, which con- 
stitute the large majority of wall 
surfaces in the larger buildings, are 
the hand method which employes 
sponges and pails of water, the 
machine method and the mop meth- 
od. In the case of hospitals the mop 
method is least practical. 

It should, however, be understood 
that no method for washing walls 
will be any better than the cleaning 
solution used. The methods are 
merely the means for applying the 
cleaner and if the cleaner itself is 
not effective, the wall washing job 
will not be satisfactory. 

The condition of the wall is also to 
be taken into consideration, whether 
it is especially dirty, stained, greasy 
and if it is rough or smooth. Smooth, 
glossy finishes are naturally easier 
to wash than rough, or “flat” fin- 
ishes. Therefore, before cleaning by 
any method, it is advisable to first 
be sure of the cleaning solution. 
Make a small test with a sponge or 
cloth on a spot which represents an 
average condition. Begin with the 
dilution recommended on the label 
of the cleaner and, if not effective, 
make the cleaner progressively 
stronger until it produces satisfac- 
tory results. But, as you increase 
the strength of the solution, make 
sure the paint is not being dis- 
turbed. If the pigment appears on 
the sponge or on your fingers, it is 
advisable to try another cleaner. 
Alkaline cleaners are nearly always 
effective on any washable wall but 
can be injurious to painted sur- 
faces. In any case, use a solution 
which is no stronger than necessary 
to obtain satisfactory results. There 
are a number of good cleaners on 
the market which are especially de- 
signed for washing walls, but if 
none is readily available, we rec- 
ommend one of the synthetic de- 
tergents, derived from sulfonated 
hydrocarbons or sulfated alcohol. 

After you have decided upon the 
cleaning solution to be used, be sure 
all loose dirt and cob-webs are 
removed. You are then ready to 
proceed with the washing by which- 
ever method you chose to use. The 
method most commonly used, is the 
usual processes of hand washing. 


Hand Washing 


The equipment generally em- 
ployed for hand washing walls con- 
sists of two three-gallon pails, two 
sponges and wiping cloths, ladders 
or scaffold. If the two pails are 
placed on a dolly, they are much 
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Cleaning Hospital Walls 


and Ceilings 


easier to maneuver. The cleaning 
solution occupies one pail while the 
other holds the rinse water. 

While natural sponges seem to 
still be popular, cellulose sponges, 
about the size and shape of an or- 
dinary brick, are tougher and firm- 
er than natural sponges, permitting 
more pressure on the wall before 
expending the solution or rinse wa- 
ter. They also have somewhat more 
abrasive qualities which are helpful 
in removing stubborn soil. Where a 
very rough or stucco-type wall 
is involved, a stiff brush may be 
needed in place of the sponge, in 
which case the solution is more 
difficult to control. In any case, 
where hand washing is employed, 
drop cloths should be used to cover 
furniture and the floor. 

There are two schools of thought 
regarding the better way to -wash 
painted walls. One is to begin at 
the top and work down, while the 
other is to begin at the bottom and 
work up. Since the ceiling should 
be cleaned first, it seems more prac- 
tical to begin the wall at the top 
while the operator is already there. 
However, it is argued that when 
washing first at the top, dirty 
tricklings run down over the soiled 
portion below and cause stains dif- 
ficut to remove afterward. But if 
the wall is washed from the bottom 
up, the tricklings will not stain the 
cleaned wall. It has been suggested 
that if the lower portion of the wall 
is first simply wetted, the tricklings 
from above will not cause stains. 

For both methods, the process of 
cleaning is the same. First spread 
the cleaning solution over a limited 
area, allowing it to soak in for a 
minute before rubbing. Experienced 
wall washers find that a circular 
motion of the. sponge is faster and 
less tiring, but inexperienced work- 
ers may have better success by 
horizontal strokes, thereby avoiding 
possible streaks. 

After the application and rubbing 
with the cleaning solution, the 


sponge is squeezed as dry as pos- 
sible and the surplus solution re- 
moved from the wall. The cleaned 
area is then rinsed with the clear 
water and rinsing sponge, after 
which the wall is wiped dry with 
a soft cloth or chamois skin. 

The cleaning solution and rinse 
water should be changed as they 
become dirty and the sponges rinsed 
out. In cleaning the ceiling, less 
water should be held in the sponge 
and light pressure against the sur- 
face at first will minimize trickling 
down the arm. The wall should not 
be washed before the ceiling direct- 
ly above it is washed. Where the 
ceiling is to be washed, that portion 
in easy reach from the ladder or 
scaffold is done first, and then as 
much of the reachable wall follows 
under the cleaned ceiling. Thus, fol- 
lowing the walls around the room, 
only the middle section of the ceil- 
ing is left to be cleaned, thereby 
reducing the necessary shifting of 
ladders or scaffold. The lower por- 
tion of the walls can then usually 
be cleaned by standing on the floor. 


Machine Wall Cleaning 


It has been pretty well established 
that the fastest and most effective 
method for washing painted walls 
is with a wall washing machine. 
Generally, these machines consist 
of two three-gallon cylindrical tanks 
attached side-to-side and connected 
with a tube for the passage of air 
pressure from one tank to the other. 
One tank contains the cleaning 
solution and the other the rinse 
water. A hand pump is used to 
build up pressure simultaneously in 
both tanks. There are three hand 
trowels, each clamping a small terry 
towel over the face of the trowel. 
The face of the trowels is usually 
6 inches by 10 inches, though some 
are larger, and constitutes the clean- 
ing surface of the trowel. 

Two of the trowels are connected 
with the tanks by long rubber or 
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Can you afford 


to give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 
hospitals must be able to account scrupulously, 
either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diffi- 
cult and time consuming, many hospitals have 
virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 
away medication or to rely on estimates, which 
are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The TusBEx system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 


what each patient received, and precisely how 


medication ? 


much. And you can charge accordingly, with 
unassailable fairness. 


The need to charge accurately and as completely 
as possible is being met by the TuBex system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 


The charge made to the patient should include all 
services rendered. When most of these services. are 
built into the product by the supplier—guaranteed 
identified contents and: dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 


Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBEx system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 
Philadelphia 1, Pa. 


For more information, use yellow postcard inside back ‘cover. 
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plastic tubes, one for the solution 
and one for the rinse water, and 
are fed through the tubes by the 
pressure in the tanks. Triggers on 
the trowel handles release the flow 
as needed to keep the terry towels 
at the right degree of moisture. 
This prevents trickling down of the 
liquids and, in all cases, permits 
cleaning from the top down. It also 
greatly simplifies the cleaning of 
ceilings. The liquids are always 
available to keep the towels wet so 
that the operator can steadily pro- 
ceed without taking the trowels off 
the surface except when he reaches 
as far as he can and is ready to 
rinse. There is no bending over to 
dip the cleaning tool into the liq- 
uids, as is necessary with hand 
washing. 

As in the case of hand washing, it 
is desirable to clean the ceiling first 
as the operator proceeds around the 
wall. Starting with straight strokes 
from right-to-left, the strokes may 
change to semi-circular ones as 
soon as the arm movement permits. 
Starting in one upper corner of the 
room, the solution trowel is used 
first, reaching as far as possible 
without stepping forward or back- 
ward, pre-wetting the space being 
cleaned with the solution. Going 
back, the wetted space is rubbed to 
remove the soil. Unless the wall is 
very dirty, a single sweep of the 
trowel will be effective, but care 
must be taken to overlap each 
stroke to avoid streaks. Just enough 
solution is released on the towel to 
obtain desired results. 

When the space has been cleaned 
with the solution trowel, the rinsing 
trowel, held in the other hand, is 
applied with just enough wetness to 
remove the residue of the detergent. 
The third trowel, attached to the 
operator’s belt, and on which is 
attached a dry towel, is used for 
drying the cleaned space. As it is 
understood, the third trowel is not 
attached to the tank. 

As the towels get dirty, the one 
on the solution trowel is removed 
for future laundering, while the 
rinsing towel is advanced to the 
solution trowel, the drying towel to 
the rinsing trowel and a fresh towel 
installed on the drying trowel. 

In the foregoing, we have had in 
mind the long popular two-tank 
wall washing machine. More recent- 
ly a machine is being marketed 
which employes only a_ solution 
tank, a solution trowel and drying 
trowel. The rinsing operation is dis- 
pensed with since, it is claimed the 
special cleaning solution does not 
require rinsing. 
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Advantages of Wall 
Washing Machines 


There are several advantages in 
regard to the wall washing machine 
as compared with other methods. 
An important one is that only clean 
solution and rinse water (if rinse is 
used) contact the surface being 
cleaned, whereas, by other methods, 
after two or three dippings in the 
pail, you are washing with progres- 
sively dirtier solution and rinse 
water. Since one filling of the tanks 
is considered sufficient for eight 
hours of cleaning by one man, there 
is no water to change, no getting up 
and down from the ladder or scaf- 
fold. Where two operators are work- 
ing together, one using the solution 
trowel, followed by the other using 
the rinse and drying trowels, the 
work can be done better than twice 
as fast. 


Badly Soiled or Stained Walls 


Where accumulated soil cannot 
be removed by the usual cleaning 
process, such as over radiators and 
around air-conditioning outlets, 
abrasive action will be necessary. 
This can be done with the soap- 
saturated steel wool pads (available 
in institutional size) or with an 
abrasive cleaning powder. If the 
latter is used, sprinkle it on the wet 
sponge or cloth or, if a wall ma- 
chine is used, on the wetted solu- 
tion trowel, and rub. This may tend 
to dull glossy paint, but seems to 
be the quickest and easiest way to 
remove the soil. 

If the wall is to be repainted, 
these badly soiled spots should be 
removed first. In fact, when the 
wall has been cleaned, previous to 
repainting, one fresh coat may 
serve, whereas two coats may be 
needed to repaint a dirty wall. Also 
better stability of the fresh paint 
will be insured. 


To Clean Other Than Painted Walls 


Ceramic, plastic and metal tile 
walls, also resilient-type walls (such 
as linoleum and rubber), are usually 
easy to clean with synthetic deter- 
gents, either by hand or by ma- 
chine. Where ceramic tiles are di- 
vided by depressed grout or plastic 
tiles are embossed to give a tile 
effect, a brush may be needed if the 
grout is badly soiled. Since the 
operating room and delivery room 
are likely to be walled with ceramic 
tile, they should be washed every 
day with a good germicidal solution. 
Synthetic detergents containing a 
germicide are available. 

Wall paper is best cleaned with 
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New Way to 


Stop Faucet Leaks! 


% 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%& New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


& NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


+ Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1”! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish . 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 
Act now! 
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the familiar “dough-type” cleaner 
the use of which is pretty well 
known and, since wall paper is 
usually in limited use in hospitals, 
there seems to be no need to dwell 
further on this phase of wall clean- 
ing. 

Acoustical ceilings, however, are 
in more or less extensive use in hos- 
pitals and become a special part of 
the maintenance program. If the 
ceilings have been painted, they can 
be washed like any other painted 
wall or ceiling. If they are to be 
painted or repainted, there are 
acoustical paints available for the 
purpose, though a paint leaving a 
dull or flat surface should be used. 
Glossy paints deflect sound waves 
while flat finishes tend to absorb the 
waves. 

Where the acoustical surface is 
unpainted and is to remain so, it 
can usually be cleaned by brushing 
or with a vacuum cleaner. But if 
soiled, the dough-type cleaner, re- 
ferred to above, should serve. Where 
the latter method fails to obtain 





results, such as over radiators, use 
dry steel wool, beginning with num- 
ber 0 grade and going to coarser 
grades if necessary. Where the stain 
is too deep for steel wool, sandpaper 
may get better results. However, if 
the stain penetrates the acoustical 
material, such as leakage from 
above, there seems to be no remedy 
but to paint or replace the stained 
section. 


Mop Wall Washing 


At the beginning of this article, 
we mentioned mop wall washing as 
one of the three methods in use, but 
we have not stressed this method 
for hospitals, believing it to be less 
adequate where sanitation is so im- 
portant and where the process tends 
to be “sloppy.” The idea is, to wash 
the walls with clean 10 inch dust 
mops, one for each of the solution 
and rinse water pails. By use of 
the mops, the operator can stand on 
the floor and, with semicircular 
sweeps, clean a wall much faster 
than by the other methods. B 
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401 — Steam Cooking 


= A FOUR-PAGE, condensed catalog 
illustrates and describes Super 
Generator Steam-Chefs for oper- 
ating extra steam equipment. In- 
cluded are Steam-Chef and all new 
Steamcraft cabinet-enclosed steam- 
er-kettle combinations as well as 
the unique “Handy High” Receiver- 
Carrier to hold a stock-pot or caf- 
eteria pan at work height. Free 
copies are available from The 
Cleveland Range Company. 


402 — Complete Control Cabinet 
Catalog 


= Hamitton Manufacturing Com- 
pany’s catalog clearly defines the 
philosophy and concept of control 
in handling hazardous materials for 
safeguarding personnel and main- 
taining material purity. Illustrates 
and describes a series of cabinet 
designs for specific applications as 
well as a variety of component ac- 
cessories for complete flexibility in 
adapting the complete control 
technique to every type of proce- 
dure in the fields of research, ex- 
perimentation testing and proces- 
sing. 


use yellow postcard inside back cover. 


403 — Sanitation Tests 


™ THESE TESTS should be given to 
custodians at the time of hiring or 
as part of an advanced training pro- 
gram. The Puritan Chemical Com- 
pany has included copies of three of 
these tests for custodians at three 
different levels in their new Engi- 
neered Maintenance pamphlet — 
“Sanitation Tests for Custodians.” 
Each test consists of 20 True-False 
questions and three practical per- 
formance demonstrations in which 
the custodians use housekeeping 
tools to perform a common house- 
keeping task. 


404 — Basic Parking Lot Plans 


™ A NEW FouR-PAGE bulletin offered 
by Harris-Barrier, Inc., showing 
parking plans and equipment. The 
bulletin illustrates five plans for 
parking at various angles. Plans 
give suggested dimensions, but may 
be adapted to fit virtually any size 
or shape of lot. Also shown are six 
styles of wheel-stopping type bar- 
riers, designed for orderly parking 
without damage to either vehicle or 
property. 
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NO. 2 IN A SERIES 


This is the second in a series 
of articles on High Vacuum 
Sterilization and how it brings 
greater safety and efficiency 
to hospital sterilization. Its 
author is Richard D. Castle, 
head of Research and Devel- 
opment, Wilmot Castle Com- 
pany, Rochester, N.Y. Work- 
ing with the Drayton Regu- 
lator & Instrument Co., Ltd., 
of England, Castle has devel- 
oped the OrthoVac* High Vac- 
uum Sterilizer. First models 
will be installed in U. S. hos- 
pitals this year. 




















@ The advent of High Vacuum Sterilization brings four major 
advantages to hospital ‘“‘dry goods’’ sterilization. The first is 
speed. Using the High Vacuum System, a typical ‘‘dry goods” 
cycle is run in 15 minutes compared to conventional cycles of 
one to two hours. A second advantage is safety. With the 
drawing of a near-absolute vacuum, uniformity of tempera- 
ture throughout the load is obtained within a predictable 
period. Common errors in packaging and loading are no longer 
critical. Sterilization becomes a mathematical certainty. Steri- 
lizers may be loaded to capacity—an increase of approximately 
25 % for every existing “‘dry goods’”’ sterilizer. Finally, there is 
greater preservation of fabrics with reduced exposure time. 


@ There are certain essentials to the practical operation of a 
High Vacuum System. Success depends on removal of enough 
air so there can be no variation in the time necessary for 
steam-air interchange. This requires a vacuum of less than 
20mm Hg. abs. The Castle-Drayton OrthoVac System uses a 
high-efficiency oil-seal vacuum pump to draw such vacuum. 
Steam penetration and load heat-up are thereafter practically 
instantaneous. An oil-seal pump is used because it is fast and 
provides considerable reserve capacity in the critical range as 
a safety factor. On the other hand, water-seal pumps tend to 
drop in efficiency as they approach the critical range and are 
dependent on water supply temperature. 

@ The importance of adequate vacuum is shown in Chart 1., 


which indicates relationship of speed of heating and degree of 
vacuum obtained. 
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® 20mm Vacuum (29.2” Hg.)—steam heats to center with no delay 

40 mm Vacuum (28.4” Hg.)—steam heats to center after 8 minute delay 
© 60mm Vacuum (27.6” Hg.)—steam heats to center after 15 minute delay 
© 100 mm Vacuum (26.0” Hg.)—steam heats to center after 30 minute delay 











® For efficiency and safety, the same degree of vacuum must 
be drawn during each cycle. To guarantee this the OrthoVac 
System employs an exclusive barometrically compensated abso- 
lute pressure switch. This device safeguards the cycle by auto- 


The Essentials 
of HIGH VACUUM 
Sterilization 





by Richard D. Castle 


matically compensating for height of the sterilizer above sea 
level and daily barometric pressure fluctuations. The need for 
manuai adjustments to allow for critical changes in ambient 
pressure is eliminated. 


@ With the establishing of a near-absolute vacuum, it is 
possible, for the first time, to safely determine the time re- 
quired for all parts of a load to reach killing temperature— 
regardless of size of load or manner of packaging. 


@ Once known, this permits use of the exclusive OrthoVac 
Time-Temperature Integrator in the control of the timing phase. 
Whatever temperature has been pre-selected at 250° F. or 
over, the Integrator automatically selects the exact time nec- 
essary for kill, based on established bacteriological law. The 
operator selects temperature only, leaving correct selection of 
exposure period to the sterilizer’s automatic control system. 
Recording instruments monitor successful attainment of ster- 
ilizing conditions. Chance of human error in exposure settings 
is eliminated. Chart 2. shows how Integrator has been engi- 
neered to follow established bacterial kill time, while adding a 
built-in safety margin. 
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@ In operation, the Integrator automatically compensates for 
temperature variations due to rise or drop of steam pressure or 
other causes. Should temperature drop within the 275-250° F. 





ates deterioration of fabrics and rubber. 


@ First production models of the OrthoVac Sterilizer will be in- 
stalled in hospitals this year. Based on Drayton’s experience in 
England, the OrthoVac System has been developed as a control 
console to permit on-the-job conversion of many existing ‘‘down- 
ward displacement” sterilizers. Thé console design will allow 
hospitals to convert present sterilizers to the safer, more efficient 
High Vacuum System without spending the additional funds 
necessary to purchase a complete new sterilizer, or altering present 
sterilizer facilities to accommodate additional sterilizing equipment. 


For further information on OrthoVac write for Bulletin H-283. 


WILMOT CASTLE COMPANY, 1504 E. Henrietta Rd., Rochester 18, New York 


“Trademark Wilmot Castle Company 


Subsidiary of Ritter Company Inc. 
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Money, Prevents Errors 

* Simple to — — Type or Write on 
Cards, Snap in Grooves 

*% Ideal for Scheduling, Traffic, Inventory, 
Personnel, Etc. 

% Made of Metal. Compact and Attractive. 
Over 500,000 in Use 


Ful price $4.Q°° with cards 


‘ 24-PAGE BOOKLET NO. “2 
FREE . aahawa cose my 


Write for Your Copy Today 


GRAPHIC SYSTEMS 


Yanceyville, North Carolina 

















WASH WINDOWS 

IN HALF THE TIME 
e SAFER ,, . 
et) | 3 ee 


more ECONOMICALLY... 


ini TUCKER 
“HIGH” WINDOW 
WASHER 















Includes these 

| EASY TO OPERATE features 
TELESCOPIC HANDLES 

reach heights of 66 feet, reduce 
into sections for lower windows. 
VALVE CONTROLLED DISPENSER 
delivers detergent or rinse water 
with fingertip ease. 

DETERGENT TABLETS 

last full half day of continuous 
washing. 

SPECIAL NYLON BRUSHES 

wash windows, edges and corners 
in one swipe. 

“ee SAFER... eliminates danger 
of costly accidents due to fall- 
mg ing ladders. 

/ EASIER .. . eliminates time 
7 consuming erection of scaf- 
folding. 

ECONOMICAL... one man 
now does the job it formerly 
took two men to do... and 
in half the time! 


FOR COMPLETE DETAILS WITH FREE 
TRIAL OFFER, ADDRESS DEPT. R64 


TUCKER MANUFACTURING CO. 


Ta 4 pias lowa 
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405 — Hospital TV Tables 








™ A NEW TABLE that solves prob- 
lems for the patients, hospital per- 
sonnel, and for TV _ installation 
servicemen. A patient can watch his 
favorite programs easily and com- 
fortably with the table at any angle 
or in any position. Damage and 
breakage to sets are eliminated be- 
cause the stand is engineered per- 
fectly for balance and moves about 
on easy-rolling casters. Storage and 
handling of TV sets are simplified 
and, as TV sets cannot be detached 
easily from the stand, theft is prac- 
tically eliminated. (Rohn Mfg. Co.) 


406 — Two-Seater Couch 





"THIS attractive contemporary 
piece is designed for lounge and re- 
ception areas. Features practical 
wall-saving construction. Seat is 
upholstered over 2” foam unit, back 
cover over 1” foam unit. Back posts 
and back slots are steam bent of 
Northern Hard Maple for outstand- 
ing durability. Available in wide 
selection of wood finishes and cov- 
ers. (American Chair Co.) 


407 — Duo Change Makers 


® DESIGNED for attended or heavily 
travelled vending locations. Changer 
is made to order, to change two 
coins into a specified combination. 


BG For more information, use yellow postcard inside back cover. 








Constructed of heavy 3/16” steel 
with a quadruple locking mecha- 
nism. Access to the new changers 
is through a door in the front of 
cabinet. Loading and servicing is 
easy. Once door is unlocked and 
opened, each change unit simply 
tilts forward into loading position 
or unit can be removed and pre- 
loaded or exchanged for a pre- 
loaded extra unit. Capacity of 
changer depends on unit; can be 
from $25.00 to $400.00. (Standard 
Change-Makers, Inc.) 


408 — Maternity Kit 


@ A NEW CONVENIENT self-care item. - 


All of the initial dressing require- 
ments for a maternity patient in 
one complete package. Having 
dressings at bedside provides an 
added service and requires less han- 
dling by personnel. Simplifies cost 
control for the hospital. The patient 
owns the dressings and keeps re- 
maining ones for home use. Each 
kit contains 6 disposable underpads, 





24 O. B. pads, 1 box of textile 
cleaners and 1 sanitary belt. (Will- 
Ross, Inc.) 
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How the 
Airkem 


Program 
sets to the 


heart of the 
problem of 


Environmental 
Health 


in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
— reduces cross-infection. It kills insects 
— every kind. And it counteracts odors, 
even the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
the work-load of your maintenance staff, 
since Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
basic hospital sanitation maintenance. 
Procedures are simple—all you do is insist 
‘hat the indicated Airkem products are 
used in their proper places in the hospital. 

Airkem matches a treatment to each air 
space, each odor problem, each sanitation 
Maintenance task — walls and floors, rest 
ooms, laboratories, kitchens — wards, op- 
erating rooms, corridors, elevators — and 
produces a clean, odorless, agreeable and 
healthful environment for patients, visitors 
ind staff. Inquire! 


See opposite column for 
one specific Airkem benefit 


AIRKEM 
For a Healthier 

: = =Environment through 
Cau §=Modern Chemistry 


APRIL, 1961 





hospital calendaR 


April 


4- 7 . . Ohio Hospital Association, Colum- 
bus, Ohio. 

10-14... National League for Nursing, 
Cleveland and Statler Hotels, 
Cleveland, Ohio. 

13-14 . . Carolinas-Virginias Hospital Con- 
ference, Roanoke Hotel, Roanoke, 
Va. 

16-20 . . Annual Conference of Blue Cross 
and Blue Shield Plans, Edgewater 
Reach Hotel, Chicago, Ill. 

19-21 . . Southeastern Hospital Conference, 
Peabody Hotel, Memphis, Tenn. 

19-21... Quebec Hospital Association, 
Queen Elizabeth Hotel, Montreal, 
Quebec, Canada. 

23-28 . . American Pharmaceutical Associ- 
ation, Hotel Sherman, Chicago, 
Wl. 

23-28 .. American Society of Hospital 
Pharmacists, Hotel Sherman, Chi- 

- cago, Ill. 

23-28 . . National Association of Boards of 
Pharmacy, Hotel Sherman, Chi- 
cago, Ill. 

24-27 . . Association of Western Hospitals, 
Civic Auditorium, San Francisco, 
Calif. 

24-28 . . National Association for Practical 
Nurse Education and Service, 
Statler Hilton Hotel, Detroit, 
Mich. 

26-27 . . lowa Hospital Association, Fort 
Des Moines Hotel, Des Moines, 


lowa. 

26-28 . . Midwest Hospital Association, 
Municipal Auditorium, Kansas 
City, Mo. 


l- 3... Tri-State Hospital Assembly, Pal- 
mer House, Chicago, Ill. 

8-12 . . American College of Physicians, 
Americana Hotel, Bal Harbour, 
Miami Beach, Fla. 

8-12 . . American Psychiatric Association, 
Morrison Hotel Auditorium, Chi- 
cago, Ill. 

9-12... Nursing Home Administration, 
Sheraton-Fontenelle Hotel, Oma- 
ha, Neb. 

10-12 . . Upper Midwest Hospital Confer- 
ence, St. Paul,, Minn. 

Il. . Massachusetts Hospital Asssembly, 
Statler Hotel, Boston, Mass. 

14-17... Texas Hospital Association, Me- 
morial Auditorium, Dallas, Texas. 

17-19 . . Hospital Association of New York 
State, Atlantic City, N. J. 

17-19 . . Middle Atlantic Hospital Assem- 
bly, Convention Hall, Atlantic 
City, N. J 

17-19... New Mexico Hospital Associa- 
tion, Western Skies Hotel, Albu- 
querque, N. M. 

26-27 . . Tennessee Hospital Association, 
Riverside Hotel, Gatlinburg, Tenn. 

29-31 .. Arkansas Hospital Association, 
ee Hotel, Hot Springs, 
Ark. 


l- 2... New Hampshire Hospital Associ- 
ation, Wentworth-by-the-Sea, New- 
castle, N. H. 


12-15 . . Catholic Hospital Association, 


Cobo Hall, Detroit, Mich. 












The 


Problem 
of the 


Incontinent 


Patient 
lha 
crowded 
ward | 


Nothing in daily ward care can cause 
more discomfort and disturbance for more 
people. And needlessly! One Airkem prod- 
uct — Airkem Red Label — will solve this 
difficult and insistent problem whenever 
it appears. 

Offensive urine and fecal odors are dis- 
pelled when they encounter Airkem Red 
Label in the air. They are counteracted 
scientifically. No unpleasant perfume or 
chemical smell is added. Only an agree- 
able air-freshened effect is created. 

Results are little short of miraculous, 
particularly in a crowded ward. Other ward 
patients, floor nurses, orderlies, visitors, 
the unfortunate patient himself — all feel 
a personal sense of relief and gratitude. The 
indirect therapeutic benefits are obvious. 

Airkem Red Label, together with its 
proper dispensing equipment, has earned 
its place in every hospital where used. If 
not in yours, call your nearby Airkem 
man immediately! 


ee 


1409 John Hulse, Airkem, Inc., Dept. HM-4 
fataus 241 E. 44th St., New York 17, N. Y. 
Send further information on control of 


odors due to incontinence. 








Name Easel 
Title_______Hespital. 
eke eRe 

City. ey ee 
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CLassified AOVERTISING 





Classified Advertisement Rates — 30c per word, minimum charge 
$5.00. Cash with order. Add four words to actual count for box number. 
Space rate per column inch $18.00. 

Deadline — first of month preceding issue date. 





POSITIONS OPEN 





INSTRUCTOR: To assist with Teaching 
Fundamentals of Nursing and Maternal and 
Child Health. Two year, N.L.N. fully accred- 
ited program. Attractive college and ocean 
resort town. Fifty miles from New York City. 
Excellent salary and personnel policies. For 
information write Director, School of Nursing, 
MONMOUTH MEDICAL CENTER, Long 
Branch, New Jersey. 





POSITION OPENING FOR HOSPITAL 
ADMINISTRATOR, new 99-bed hospital, 
San Francisco area. Degree in Hospital Ad- 
ministration required and at least five years’ 
experience in proprietary hospital. Send 
resume to: LOS GATOS HOSPITAL, Suite 
1, 1275 So. Camden Drive, L. A. 35. 





‘MATERNAL AND CHILD HEALTH IN- 
STRUCTOR: Teach Maternal and Child 
Health. Approximately 30 students. Two year 
Hospital School of Nursing. N.L.N. fully 
accredited. Science and general education 
courses taught at Monmouth College. Attrac- 
tive college and ocean resort town. Fifty miles 
from New York City. Excellent salary and 
personnel policies. Degree and experience re- 
quired. For information write, Director, School 
of Nursing, MONMOUTH MEDICAL CEN- 
TER, Long Branch, New Jersey. 





HEAD DIETITIAN: 93-Bed general hospital. 
Purchasing, menu planning, supervision. 
Quarters available. Salary from $5,000. Reply 
direct: Administrator, CHELSEA MEMO- 
RIAL HOSPITAL, Chelsea 50, Mass. 


MEDICAL AND SURGICAL NURSING 
INSTRUCTOR: Cooperate with experienced 
instructor in Teaching Medical-Surgical Nurs- 
ing in a two year hospital school of nursing. 
Part of Columbia, Teachers College Research 
Project. N.L.N. fully accredited. Sixty stu- 
dents. Science and general education courses 
taught at Monmouth College. Attractive col- 
lege and ocean resort town. Fifty miles from 
New York City. Excellent salary and person: 
nel policies. Degree and experience required. 
For information write Director, School of 
Nursing, MONMOUTH MEDICAL CEN- 
TER, Long Branch, New Jersey. 











FOR RESULTS 
THAT COUNT — 


In a recent issue, surveys 
showed that one out of every 3 
readers were definitely interested 
in the classified ads. 

To fill a job, get a job, sell 
equipment, or to fill your needs, 
use the classified pages of HOS- 
PITAL MANAGEMENT. 14,000 sub- 
scribers — over 56,000 readers! 











Interstate Medical Personnel Bureau 
333 Bulkley Building 
Cleveland, O. 

Miss Elsie Dey, Director 


POSITIONS WANTED 


ADMINISTRATOR: R.N., B.S. Degree. 
Age: 41 vears. 5 years experience Director, 
Nursing Service, and Administrative Assistant. 
Prefers Michigan or Wisconsin. 


ADMINISTRATOR: Age: 35. B.S. Degree, 
M.H.A. Degree, 1957 Completed Administra- 
tive Residency, large eastern teaching hos- 
pital; 3 years Assistant Administrator; Well 
recommended. 


ADMINISTRATOR: B.A. Degree, mid-west- 
ern university. Administrative resident, 400 
bed Michigan hospital; 10 years Administra- 
tor, present position. Desires change. Excel- 
lent record. 


COMPTROLLER: Or Assistant. C.P.A. 2 


years experience, small mid-western hospital. 


PERSONNEL DIRECTOR: M.S.H.A. De- 
gree. Successful experience. Will consider 
position as Assistant Administrator, 200-300 
bed hospital. 


PERSONNEL DIRECTOR: Degree. 8 years 
experience, medium-size hospital. Desires 
Southwest. 


CHIEF ENGINEER: B.S. Degree, M.E., 
1933. Varied institutional experience. West or 
mid-west. 


EXECUTIVE HOUSEKEEPER: College. 8 
weeks course in Housekeeping. 4 years direc- 
tor, housekeeping service in 400 bed hospital. 
Prefers Northwest. 


POSITIONS OPEN 
ENGINEER: 150 bed hospital, Florida. (b) 


250 bed Sisters’ hospital, mid-west; south. 


ASSISTANT ADMINISTRATOR: 100 bed 
New England hospital. (b) 175 bed mid-west- 
ern hospital. (c) 250 bed Iowa hospital; pur- 
chasing duties. 


PERSONNEL DIRECTOR: 285 bed hos- 
pital; central states. (b) Office Manager; 150 
bed Florida hospital. (c) Assistant Personnel 
Director; large Ohio hospital. Master’s De- 
gree. 


ADMINISTRATOR: 225 bed eastern hos- 
pital (b) 240 bed hospital, New England. (b) 
150 bed Ohio hospital. (c) Small Wisconsin 
hospital. 


EXECUTIVE HOUSEKEEPER: (Male) 
250 bed eastern hospital. (b) 300 bed Sisters’ 
hospital, mid-west. (c) 180 bed Pennsylvania 
hospital. 


TECHNICIANS: Bacteriology. $6,000. (b) 
X-ray. To $5,000. (c) Physical Therapists. 





FOR SALE 


BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. For lowest 
prices, write for free pamphlet. ARCHITEC- 
TURAL BRONZE & ALUMINUM Corp., 
3638 W. Oakton St., Skokie, Ill, 





Attempt to Blow up 
Incinerator Thwarted 


™@ BUT FOR THE SHARP EYES and ears 
of a member of our housekeeping 
department, serious damage might 
have resulted recently from a cy- 
clopropane cylinder which had been 
deposited in a wastepaper basket. 
The cylinder was on its way to the 
incinerator when it was discovered. 
True, it was marked “empty.” But 
even an empty cylinder may contain 
a residue of gas, and cyclopropane 
—a colorless gas — trimethylene — 
is highly inflammable and should 
always be guarded from contact 
with flame or electric spark. It is 
used to produce rapid and deep 
anesthesia. 

Doubtless, it was not really the 
intention of anyone to blow up any- 
thing; but this one thoughtless act 
could have resulted in serious in- 
jury to one or more persons. We 
print this story in case there are 
others among us who are unaware 
that the contents of all wastebaskets 
are eventually dumped into the in- 
cinerator. (No more “high explo- 
sives” please!) cy 
—From Hospital Life, Rochester 
(N.Y.) General Hospital. 


Safety Training Manual 


by Edwin F. Ahren. Ahrens Publishing Com- 
pany, Inc., New York. 1955 pp. 122. 


®@ wRITTEN for the complex business 
organization of hotels and restau- 
rants, this book has much of value 
for the complex hospital organiza- 
tion. Those who wish to decrease 
compensation, liability, and all the 
other costs which help to decrease 
the income of hospitals will find in 
this book how it can be done. In 
preventing loss, everyone must par- 
ticipate. 

Useful, practical material for help 
in training personnel may be found 
in the chapters on Kitchen and 
Safety; Housekeeping Department; 
Engineering, Maintenance and 
Front Office; Safety Organization; 
Employee Safety Training; Public 
Liability; Fire Prevention. 

Much of this material can be 
transformed easily into a checklist 
for safety inspection. HVE & 


= Only 7 percent of the change in 
behavior can be traced to new 
knowledge and skills—93 percent is 
due to attitude. 

—Donald T. Schild, extension visual 
specialist, University of California 
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Buy Your revolving oven 



















for ROASTING, BAKING | ae 
and COOKING from the N ew! | 
world’s largest | | 
manufacturer of HEX bottomed | 
revolving ovens... iM at-Vanatelaalssicts | | 
SiilaliP alate: | | 
Aol as | 
a * 





o] xe) ( 
Weeleciivel, oe 
low price! 








Latest model of the original small revolv- 
ing oven. M-M standard heavy-duty stabili- 
zation means no-tilt, no-spill trays; all 
trays revolve and are removable. 
Double suspension system—trays sup- 
ported on both ends and hung on double 
reels to carry heaviest loads. Available in 
two sizes. Model 906-A has 6 oversize 2114 
x 263/4-in. trays—may have six rider trays 
added to increase capacity 100% where Designed for your convenience and low- 
baking is not critical. ' priced for your budget, Were “ Thermometer 
Model 907-B features 7 big trays, each 
1814” x 263,4”-capacity, 7 standard bun 
pans. Stainless steel exteriors. All controls. aXe] Mil ole {Maemo Ulol go] ahi-T-Yo Mi ce)| El oldeloha mii i\olol-Mohi 
Adjustable Tray Indicator Dial, ventilated 
leading door, 8014” high x 8114” wide x 
431,” deep. Moderately priced. heavyweight for extra stability and high 
Other revolving ovens up to 80 pans also Taalolelamactiisicllace 


available. Mail coupon now. 
va BeBe Baane 


Bake Ovens—Since 1888 
EN COMPANY 
764-B Wes? Adams St., Chicago 6, Ill. 


Gentlemén: I am interested in the M-M oven I have 
checked below. Please send information, without obligation. 
CO Modei LUCKY 7 —Auxiliary Oven— 6 or 7 bun pans. 
0 Model H—Revolving Tray—8-80 pans. 
0 Model L—Traveling Tray—10-38 trays 





Sterilizing Jars have a new design hexago- 


sparkling clear, fine quality flint glass . . 


Available itn 3 practical sizes: 4”x 1", 
4"x2" and screw cap type 4'2-"x 1%," 


Individually boxed in convenient one dozen 








rol acelakwne) am ole] | a 








Sold only through accredited supply houses. 


FREE SAMPLE and full details sent upon request 


Write for Bulletin 13C 


MERCER GLASS WORKS INC, 


725 Broadway, New York 3, New York 


Name 
Address 


City State 

World’s Largest Manufacturer of Bake Ovens—Since 1888 
TTT ITT IIIVI RII iti rt iy itiitiitiisititriiy i tii 
General Office and Main Plant: Chicago 6. Western Plant: Chubco, Oakland, Calif. 
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Send for booklet BF-1 























From the 


CONSULTANTS NOTEBOOK Sa 


by E. M. Bluestone, M.D. 


When your judgments and deci- 
sions -concerning obsolescence in 
your hospital depend more on short- 
ages in money than on actual pa- 
tient-need, you’re in trouble! 

® 


Make no mistake about it—neg- 
lect, or even delay, in hospitals, 
constitutes malpractice (ugly word 
though it is, and always frighten- 
ing). Malpractice which results in 
chronicity is bad enough; where it 
results in death it is manslaughter. 

& 


There is no such thing as com- 
plete convalescence from old age 
(and this is one of the few ways in 
which it differs from Prolonged IIl- 
ness) though there may be periods 
of relatively happy remission which 
are, as a rule, the result of exter- 
nal rather than internal influences. 


If medical science would practice 
what it preaches, hospitals would 
extend a helping hand to neighbor- 
ing homes for the aged in their ef- 
forts to establish a full program be- 
ginning with Preventive Medicine. 
In effect, this would be an extension 
of the extra-mural (Home Care) 
idea. 

e 


Yes, there is such a thing as anti- 
Social Medicine. Look it up under 
the title “Malpractice.” 

In dealing with elderly people 
(including those who are sick) the 
necessity for filling in their time 
becomes a major consideration in 
the administrative office. The prob- 
lem is how to do this in a way that 
will do away with, or at least mini- 
mize, boredom, introspection and 
self-consciousness. 

a 


If you can find a satisfactory al- 
ternative to an institution, “grapple 
it unto your soul with hoops of 
steel.” You, as well as the sick or 
any other type under consideration, 
will be saved many a_ headache 
which is brought on by misplace- 
ment. 

a 


If it is true that costs are rising 
steadily, this should convince us 
that we are in the best time for 
making structural alterations to 


90 For more information, use yellow postcard inside back cover. 


meet changed and foreseeable needs. 
We could do a better functional job 
with a smaller maintenance budget 
if we would do in the non-profit 
hospital now, what the profit-mak- 
ing business world is doing under 
the same circumstances. No one 
knows this better than the hospital 
trustee. 
ee. 

The Nobel Prize will be far too 
small for the man who cracks the 
cancer mystery for mankind. We 
shall have to think up something 
more rewarding, more enduring and 
more in keeping with the achieve- 
ment. I mention it here because your 
hospital can be in line for it, if you 
will only try and keep trying. You 
will drop out of the race for the 
prize if you will turn away the ma- 
terial. for study, or lose patience 
with it, or stop in your search for 
the minds that can cope with medi- 
cal difficulty. It is no longer a ques- 
tion of money to pay for the effort, 
since there is so much of it around 
begging to be used in this spirit. 

6 

Disputes of any kind—medical, 
personal, financial, legal, or juris- 
dictional—have no place at the bed- 
side of the sick. 


Doctor Bluestone 
to be Honored 


™ DOCTOR BLUESTONE has been 
chosen to receive the American 
Hospital Association’s Distinguished 
Service Award for 1961. 

Doctor Bluestone was director of 
Montefiore Hospital for 22 years 
before his retirement in 1951 and 
he is now “consultant for life” to the 
hospital. Called “the father of Home 
Care” Doctor Bluestone has been a 
leader in the development of better 
care for persons with prolonged or 
chronic illness. 

The Distinguished Service Award 
is the highest honor conferred by 
the A.H.A. and is given for out- 
standing leadership in hospital ad- 
ministration. The award will be 
presented during the A.H.A. meet- 
ing in late September in Atlantic 
City. 3 
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